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SECTION OF SURGERY 


THE ETIOLOGY AND PATHOLOGY OF PEPTIC ULCER* 


BY CHARLES L. CONNOR, M.D. 


In a consideration of the etiology and pathe- 
nogenesis of a disease where there is no specific 
pathogenic agent the most important under- 
lying factors are the anatomy and physiology 
of the parts affected. In gastric and duodenal 
weer the functional activity of the stomach and 
duodenum has been greatly emphasized, but less 
attention has been paid to the anatomical pecu- 
liarities of these organs. Since this is the only 
region along the gastro-intestinal tract where 
ordinary non-tuberculous and _ non-syphilitiec 
uleers occur with any degree of regularity, it 
would seem necessary first to ascertain what 
peculiarity in structure forms the basis for their 
development. 

Aschoff: has emphasized the mechanical and 
functional peculiarities of the gastric pathway 
in the maintenance of ulcers. The pyloric end 
of the stomach including the pyloric antrum 
and part of the lesser curvature towards the 
cardia is subject to the greatest mechanical dis- 
turbance. This region, also, according to For- 
sell, Elze and Bauer possesses its own muscular 
system, and independent contractions are said 
to be possible. The duodenal bulb forms more 
or less of a pouch where stasis may occur, and 
I have seen Dr. Charles Mayo quoted as saying 
that stasis in this portion is the most important 
single factor in the chronicity of ulcers. There 
is then the arterial cireulation to be considered, 
and there seems to be no question but that 
peculiarities jn the blood vessel distribution 
around the pyloris, in the lesser curvature of 
the stomach, and the upper portion of the duo- 
denum have a great deal to do with the forma- 
tion of acute ulcers, at least. 

The blood supply of the fundus and greater 
curvature is quite different from that of the les- 
ser curvature and pylorus. The right and left 
gastroepiploic arteries not only anastomose with 
each other, but also with branches from the gas- 
trie artery. Consequently the fundus region is 
nourished from both sides while the gastric path- 
way is supplied only through the recurrent 
branches of the gastric and pyloric arteries. 


*Read at the meeting of the Massachusetts Medical Society, 
Springfield, Mass., June 8-9, 1926. 





Yano has shown (rabbits) that all ligations in 
the region of the gastroepiploic arteries have 
no recognizable influence on the fundus mucosa, 
but that ligation of the gastric or pyloric or 
both arteries leads to localized nutritional dis- 
turbances of the mucosa. These patches corre- 
spond broadly with the areas in the human 
stomach where erosions and acute ulcers are 
likely to oceur, and Aschoff says that there can 
be little doubt but that arterial blocking must 
play a particular role in the origin of ulcers at 
the pylorus. Reeves? has added to the knowl- 
edge of the blood supply in these regions. With 
the aid of gelatin injections he has shown that 
(1) There is a richer anastomosis in the arterial 
plexus of the submucosa in the fundus than in 
the lesser curvature and pyloric regions. (2) 
That the first few centimeters of the duodenum 
are supplied rather sparingly with arteries from 


! several sources, and that what are present have 


the same character as the stomach arteries. (3) 
That the pyloric submucosal branches are long, 
diminish abruptly in size where the mucosal 
branches are given off, and could be easily 
plugged with granules of carmine. They are 
also fewer in number than in the fundus. Oc- 
casionally the pyloric artery is not present at all 
in the human, or if present it forms no anas- 
tomosis with the gastric artery. 

Other anatomical characteristics are closely 
linked with the function of the stomach. The 
mobility of the fundus and the comparative im- 
mobility of the pylorus and duodenum may 
enter into the question. Here the stress and 
strain, the stretching and spasmodic contrac- 
tion upon and against an immovable tube may 
contribute to the susceptibility of this part to 
injury. 

The occurrence of misplaced islands of intes- 
tinal epithelium and the distribution of acid 
cells in the stomach should be mentioned. . Rad- 
asch® says of the latter ‘‘. . . there seems to be 
some relation between the occurrence of ulcer in 
the different regions of the stomach and the 
distribution of the acid cells, but the evidence 
is too little to be conclusive.’? Sweet*, Mosz- 
kiwiez*, and others describe the frequent oc- 
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currence of islands of pancreatic and intestinal 
gland rests in the stomach, and Muller® says 
that ulcers develop at the junction of normal 
mucosa and islands of misplaced intestinal mu- 
cosa. There may, also, in some cases, be hyper- 
trophy of the pyloric sphincter. 

From the functional standpoint the stomach 
has been divided into pars digestoria and a pars 
egestoria, the latter consisting of the pyloric an- 

.trum and canal. That the pylorus is also the 
acid retaining part has been made the basis of 
the corrosion theory of the origin of ulcer. These 
two factors have given rise to Aschoft’s mechani- 
eal-functional theory. Upon the fact that this 
portion of the stomach is subject to considerable 
mechanical injury, since it constitutes a large 
part of the so-called gastric pathway, and be- 
cause erosions arising from any cause come into 
contact with gastric juice much longer, and that 
here the acid is in greatest concentration 
Aschoff bases his theory. 

That Sippy believed that acid corrosion is 
the most important factor in the maintenance 
of ulcer can be inferred from his treatment. 
This idea has many proponents, among whom 
are Moynihan, Bolton’, Mann and Williamson® 
and many others. A great deal of experimental 
work has been done to prove this theory. Mann 
and Williamson have removed the duodenum, 
anastomosed the jejunum to the pylorus, and 
transplanted the bile and pancreatic ducts to 
the lower jejunum; have transplanted the bile 
and pancreatic ducts to the ileum; and have 
done several other similar operations, the object 
of which was to eliminate the neutralizing 
secretions of the duodenum, liver, and pancreas. 
The operations were done in dogs, and in many 
of these animals ulcers developed. The ulcers 
arose just beyond the pylorus, in the duodenum 
or jejunum, developing usually in three to four 
weeks. Some of these were subacute, and others 
were chronic. These ulcers are similar in origin 
to those arising in the jejunum following gastro- 
enterostomy. Montgomery® performed gastro- 
enterostomies in 60 dogs, four of which devel- 
oped ulcers. From his study he concluded that 
the ulcers occurred following hematomas near 
the stomach where suturing and hemastasis were 
imperfect. The experimental work of Bolton is 
said to support the hypothesis that healing of 
gastric ulcers is retarded by hyperacidity. He 
found that a meat diet delayed healing because 
it remained longer in the stomach and caused 
more acid secretion, and compared this with the 
shorter course when milk was fed. Bolton also 
says that pylorospasm which causes retention 
contributes to the cause, but does not mention 
what causes the pylorospasm. Moynihan and 
Hurst blame excessive smoking, this causing 
hypersecretion, and so, uleer. Faber? believes 


hypersecretion and probably chronic gastritis 
are the causes to be considered. The operation 
of choice in Germany now seems to be excision 
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of the pyloric end of the stomach in order to do 
away with this zone of concentration of acig 
Moynihan says that a subtotal gastrectomy With 
removal of the acid secreting part eliminate 
the recurrence of gastric ulcer and precludy 
the development of gastro-jejunal ulcer, (Qn. 
may find innumerable articles expressing the 
same opinion. 

Smithies* completely and emphatically op. 
poses this view. In 522 cases of proved ulcer, 
one-third were caused by infection, chronie or 
acute, and over one-third by arteriosclerosis, 
visceral hypotonic and chronic anemia. Nearly 
8% were syphilitic in origin. Dragstedt and 
Vaughn’? implanted the mucosa and serosa of 
the intestine, and the decapsulated kidney and 
spleen of animals into the stomach, preserving 
the blood supply, and no digestion occurred, 
Katzenstein’* sewed a loop of intestine into the 
stomach of dogs, and it was not digested. 

It is difficult to appraise properly the results 
of these experiments. The opponents to the cor- 
rosion theory are perhaps not so numerous as 
the proponents. Experimental work has been 
inconclusive. The work of Mann and Willian. 
son is the most convincing, but the amount of 
tissue injury produced in such extensive opera- 
tions might itself induce ulceration, quite aside 
from the extreme malformation produced. 
There is then the incontrovertible fact that in 
many ulcers hyeracidity does not occur. 

The nervous and constitutional element in the 
causation of ulcer is rather vague. Draper 
asserts that a certain type of individual may be 
subject to ulcer. Winkelstein?* has attempted 
to show that patients with ulcer respond exces- 
sively to various stimuli used to test the general 
electrical and mechanical irritability, stating 
that a mild or latent tetany with a‘secondary in- 
volvement of the vegetative nervous system may 
be the underlying cause of the failure of ulcers 
to heal. Friendenwald and Love'® report a case 
of ulcer associated with Raynaud’s disease. 
Several experiments in cutting or ligating or 
stimulating the splanchnic nerves of the stom- 
ach have been reported as producing ulcers. The 
injection of neurin, which paralyzes the nerve 
endings, into the muscle of the rabbits stomach 
has produced ulcers in three of twenty-four 
dogs (Bedanda?*). Fatigue hypotonia, with 
stretching of the stomach wall, not spasmodic 
contraction, is given by Kaiser’ as a cause. 

The question of infections as the cause of ul- 
cers has been widely investigated. There is n0 
doubt that uleers are always infected, at least 
on the surface. Rosenow’® found streptococcus 
or streptococcus and staphylococeus in thirty- 
one of forty chronic ulcers. Others contained 
the colon bacillus, or Bacillus Welchii or other 
bacilli. In my own experience a streptococcus 
has been most frequently cultivated from the 
peritoneal exudate in eases of ruptured ulcers. 
Yeasts, amebae, and a great variety of organ- 
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‘ms have been found present in and around ul- 

cers. According to Stewart, bacterial infec- 
tion and intoxication are undoubtedly the most 
important direct causes of acute gastric and 
duodenal ulcers in man. He found 53 acute 
ulcers in 1500 autopsies, most of which were 
associated with such conditions as peritonitis, 
hronchopneumonia, empyema, pyelonephritis, 
pericarditis, and meningitis. I have seen nine 
acute ulcers in similar conditions, including 
streptococcie endocarditis. There is plenty of 
experimental proof that these ulcers are hema- 
togenous in origin. 

Acute uleers have been produced by the intra- 
yenous injection of Bacillus pyocyaneous, dys- 
entery bacillus, lactie acid bacillus, colon bacil- 
lus, streptococcus, staphylococcus, pneumococ- 
cus, and the so called ‘‘specific’’ bacillus of 
Hoffman”. Practically all ulcers so produced 
have healed in a very short time, and never be- 
came chronic. Rosenow’s?’ work on a specific 
streptococcus is well known. The intravenous 
injection into rabbits of a streptococcus isolated 
from gastrie ulcers produced ulcers in these an- 
ials which he describes as resembling the 
human gastric uleer in many respects. Cultures 
from the ulcers caused by Mann and William- 
son produced ulcers; the killed organisms 
produced ulcers or hemorrhages (85%); and 
filtrates of cultures of the organisms produced 
ulcer or hemorrhage (80%). Nakamura®* grew 
streptococcus viridans and a hemolytic strep- 
tocoeeus from the tonsils of patients with ulcer. 
Upon injection into rabbits, 70% of the animals 
contracted acute ulcers. He ‘‘proves’’ here not 
only specific localization of specific organisms, 
but the theory of focal infection as the cause of 
ulcer. Nakamura did, however, what Rosenow 
failed to do. He looked at other organs for le- 
sions, and found them in the joints, muscles, 
heart, kidney, and lungs. 
in this country, and Christopher”* in France have 
also produced uleers by injecting organisms 
from focal infections. Moody”, .using strep- 
tococeus viridans cultures from alveolar absces- 
ses produced lesions in the stomach, gall bladder, 
pancreas, intestines, joints, endocardium, myo- 
cardium, kidneys, lungs, jaw, thymus, thyroid, 
aorta, and sciatic nerve. The most common 
seat was in the stomach (51.4%). 

All of this proves, if it proves anything, that 
localized hematogenous infections of the stom- 
ach and duodenum are of very common occur- 
rence. And since they do occur, the only basis 
for their occurrence lies in the peculiarity of the 
blood supply to these organs. The course of 
the arteries in the submucosa, their rather 
abrupt ending as mucosal branches are given 
of, and the lack of free anastomosis in the py- 
lorie region predispose to the lodging of bac- 
teria near their terminations. 

In addition to those caused by bacterial in- 
jection, acute ulcers have been produced by 


Haden and Bohan”. 


every conceivable physical and chemical means. 
There is, however, the-second more important 
problem which has to do with why, having been 
started, an acute ulcer becomes chronic. The 
mechanical functional theory of Aschoff, and 
the corrosion theory of many others have been 
outlined here. It does not seem to have occurred 
to anybody that the cause might lie within the 
ulcer itself. This aspect would better be dis- 
cussed under the pathological anatomy of the 
condition. 

Peptic ulcers occur most commonly in males 
at the average age of 35 years. The average 
age for females is given by Karsner®® as 27 
years. The incidence at large is hard to ascer- 
tain. 

At the Peter Bent Brigham Hospital there 
were 3% in 1600 necropsies. Stewart?? found 
8.7% in 1500 necropsies in London and in ad- 
dition 5.2% showed scars of healed ulcers. In 
192 surgical and necropsy specimens at the Brig- 
ham, 102 (53%) were in the duodenum, and 90 
(46%) in the stomach. Of 440 cases admitted 
to the surgical wards 252 (57%) were proved 
or thought to be in the duodenum, and 188 
(43%) in the stomach. In those cases coming 
to operation or necropsy, practically all the ul- 
cers were situated in the ulcer bearing area. Of 
the 188 gastric ulcers 10, or about 5.3%, had 
ruptured; of the 252 duodenal ulcers, 19, or 
7.6%, had ruptured. In all of the 10 ruptured 
gastric ulcers there was a previous history of 
stomach trouble, but in 5 of the 19 ruptured 
doudenal ulcers, no history of a disturbance 
could be obtained previous to a few hours or 
days of the rupture. It is known that ulcers 
occur most frequently within 5 em. of the pylo- 
rie ring on the stomach side, and within about 
3 em. of the ring on the duodenal. They are 
most often single; Karsner says 5-10% are 
multiple, but Gruber and Kratzeisen®® say 40% 
are multiple; 10 out of 50 necropsy specimens 
at the Brigham (20%) were multiple. One 
case had 6 definite chronic ulcers in the duo- 
denum. Ulcers which rupture are almost al- 
ways on the lesser curvature or anterior wall 
of the stomach, or on the anterior or laterial as- 
pects of the duodenum. 

The question of relationship of ulcer to gas- 
tric carcinoma is difficult to decide. Wilson and 
McCarty*! have said that ulcers larger than 2.5 
em. in diameter might show cancer, and that 
71% of persistent ulcers became cancer. 
Ewing*? says 5%; Karsner, not over 10%; 
Stewart, about 10%. In the Brigham series I 
found 4.5% of ulcers contained cancer at their 
borders. These cases were regarded clinically 
as uleer, had had stomach symptoms longer than 
two years, and on gross examination a typical 
uleer was the prominent feature. This elimin- 
ates all uleerating carcinomas in which the new 
growth was the prominent feature. The figure 





is, therefore, I think, conservative. On the other 
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hand, carcinoma of the duodenum arising from 
ulcers apparently does not exist. The few can- 
cers listed as of the duodenum arose at the Am- 
pulla of Vater, and are bile duct tumors. 


PATHOLOGY 


Acute ulcers, erosions, and hemorrhages, as 
has been pointed out, are quite common. The 
erosions apparently heal promptly. Most of the 
acute ulcers heal readily, or they may progress 
The usual 


and become subacute or chronic. 





November 18, 1926 
<< —____, 


the mucosa sloughs off above it. (Fig. 1.) There 
is considerable evidence in the sections of acute 
and subacute ulcers in the Brigham Hospital 
cases that the ulcer which persists begins in this 
way. The initial lesion seems to begin ag a 
hematogenous infection or as an embolic or 
thrombotic process. Such a lesion may progress 
rather rapidly, becoming subacute, or slowly be- 
coming chronic. 

Subacute ulcers involve the’ muscle layers, 
There is a spreading infectious process with 





FIG. 1. Acute ulcer of the duodenum accompanying meningococcus septicemia. Note the thromboses of the submucosal 


vessels. Photomicrograph X80. 


post mortem erosion of mucous membrane, pre- 
sents a clean-cut, punched-out, rather sharply 
circumscribed superficial lesion which, strictly 
speaking, is not an ulcer at all. The real acute 
infectious ulcer begins in the submucosa, or if it 
began in the mucous layer, always involves the 
submucosa, It is an inflammatory or necrotiz- 
ing process, or both. One sees on the surface 
usually a small cirenlar rather shallow depres- 
sion with sloping wal!s. the base of which is 
filled with necrotie or fibrinopurulent exudate. 
Or there may be a slight depression without 
great loss of mucous membrane; and in the very 
earliest stage, there may be no loss of mucosa 
at all, the lesion being evident as a «welling, and 
not a depression. This lesion microscopically 
shows polymorphonuelear cell invasion of the 
submucosa, usually thrombosed blood vessels, 
and hemorrhage. This exudate dissects up the 
mucosa for varying distances, and eventually 





only moderate fibroblastic reaction around it. 
It penetrates quickly and deeply into the wall, 
has a clean-cut usually circular outline, and a 
straight wall. Or it may progress more rapidly 
on the surface, so that the diameter at the 
mucosa is much greater than at the base. This 
latter type usually has a terraced, sloping wall. 
There is very little or no proliferation of the 
surface epithelium. This is the ulcer which com- 
monly ruptures or by erosion into blood vessels, 
causes severe hemorrhage. It progresses s0 
rapidly that adhesions have not time to form 
around the serous layer, although there is often 
perigastritis or periduodenitis associated with 
them. How long it takes for such an ulcer to 
evolve can not be judged accurately, but the 
amount of fibrous tissue reaction about most re- 
cent ulcers suggests a period of two weeks or 
longer. Clinically one case had a history cov- 
ering only ten days; the history varied in other 
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subacute cases from a few weeks to three months. 
Occasionally such an ulcer may give symptoms 
only a few hours or days’ before rupturing, 
though it obviously has existed for a longer 
period. (Fig. 2.) 

It is now recognized by practically all author. 
ities that chronic ulcers develop from acute. 
They are most often single, are situated usually 
on the posterior wall of the stomach or duo- 
denum, or on the lesser curvature, here often 
forming the so-called saddle ulcer. The size 
varies from a centimeter to 3 or 4 centimeters 
in diameter. It may be shallow or, 


of ulcer ig often called a perforating ulcer, 
though it seldom actually ruptures. Eggleston 
has called it a penetrating ulcer. 

On the lesser curvature the saddle ulcer by 
cicatricial contraction produces the hour-glass 
stomach. Near the pylorus, on either side, a 
chronic ulcer often causes stenosis. In one case 
a completely healed ulcer had caused almost 
complete obstruction of the duodenum by scar 
tissue contraction. Some ulcers are funnel- 
shaped, or have a short wall on one side, the 
proximal, and a long gently sloping wall on the 
distal side. This funnel shape is said to be due 








ey, 








FIG. 2. A subacute spreading ulcer with only a thin sheet of avascular granulation tissue forming part of the base. Note 


the thrombosed vessels and hemorrhage in the deeper layers. X65. 


more often, deep. It always involves the whole | 
muscular layer. Whether shallow or deep, the 
base is made up entirely of fibrous tissue. This 
ulcer differs in several respects from: the sub- 
acute uleer. It has raised and overhanging 
edges, and a great deal of fibrous tissue around 
it. The fibrous tissue base may be a centimeter 
or more in thickness. There is often cicatricial 
contraction on the serous surface, and usually 


along with these adhesions cause considerable 
distortion. On the posterior wall this uleer 
often penetrates to the pancreas, has only a 
thin fibrous tissue base, or the base may be 
formed by the pancreas itself. It is noteworthy 
that in these eases the pancreas shows no corro- 





sion or digestion by the gastric juice. This type | 


to infaretion, but the only arteries subject to 
embolism in the stomach are the tiny arterioles 
of the submucosa. Aschoff explains this shape 
as the result of the slipping of the mucosa part- 
ly over the ulcer by the passage of food across 
it. (Fig. 3.) 

The shallow uleer having a very thick base 
and a erater only a few millimeters deep 
is often a silent ulcer. In fifty necropsies 
in which old indurated ulcers were found, most 
were on patients who died of another cause. 
In five of these, the ulcers found are of the 
shallow fibrosing type. None of these cases 
gave a history of stomach trouble. 

Microscopically, the base of a chronic ulcer 
contains or the inner surface a layer of fibrin, 
necrotic tissue, and cellular exudate. At the 
edge there is proliferation of the mucosa in 
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varying degrees. By regeneration, the epithel- 
ium becomes overhanging, forming recesses be- 
neath which the wall has sloughed away. There 
is no muscle in the base, but fibrous tissue 
which may be quite vascular and cellular, or 
may be dense, avascular, and comparatively 
acellular. Towards the periphery the fibrous 
tissue layer is thickest. The muscle of the ad- 
jacent wall is not seen for quite a distance 
peripheral to the ulcer bed. Fibrous tissue may 
then spread out for quite a distance on the 
serous surface, thinning out finally at a point 
where normal stomach wall begins. Around 
the ulcer there is always considerable lympho- 





rr 
Rather it is astonishing that they heal at all, 
There is always evidence in a chronie ulcer that 
healing on the surface is taking place. In Spite 
of mechanical and chemical influences there jg 
great regeneration and proliferation of the 
mucosal epithelium, this giving the characteris. 
tie overhanging edge and raised border to the 
chronic ulcer, Peptie ulcer, like any other, must 
heal from the bottom before epithelium regen. 
erates over it. 

SUMMARY 


The mechanieal-functional theory, and the 
corrosion theory of the cause of chronic ulcers 








| 
_} 





FIG. 3. <A chronic ulcer of the duodenum. The distal edge is gently sloping, the proximal overhanging and steep. The 
muscle layer is completely transgressed, leaving a scar tissue base. X65. 


eytic and plasma cell infiltration in all layers. 
The mucosa contains mononuclear and polynu- 
elear cells in greater or less number. 

Two kinds of thrombi are noted. One is a 
simple intravascular blood clot, usually in a 
larger vessel, originating at the site of hemor- 
rhage. The other type is old, involves small 
vessels, and may be associated with endarteritis 
or periarteritis, or both.. Organizing thrombi 
and endarteritis are often found in the casual 
section taken for the purpose of diagnosis. 

Such an ulcer as this would not heal readily 
wherever located. Any lesion with this amount 
of fibrosis, arteritis, cellular infiltration plus in- 
variable infection would be chronic, on the leg, 
for instance, where treatment could be easily ap- 
plied. Being in the stomach or duodenum, it 
is not surprising that they are difficult to heal. 





of the stomach and duodenum have many prom- 
inent proponents. There has been a great deal 
of experimental work which attempts to prove 
these hypotheses, but there is about as much evl- 
dence to the contrary. It is recognized that all 
chronic ulcers develop from acute or subacute 
lesions, and there is an abundance of exper! 
mental proof that hematogenous infections, em- 
boli, and thromboses are responsible for the 
formation of most, if not all, of these acute 
processes. A consideration of the anatomy of 
the pylorie region shows that because of the 
peculiarities of blood vessels here such lesions 
are not only possible, but are to be expected. The 
offending organisms are most often streptococ 
eus, staphylococcus, or colon bacilli. There 18 
not enough evidence that a specific organism 0F 
strain of organism is the cause, or that focal in- 
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fection plays an important rdle. Acute ulcers 
ean be produced by the intravenous injection 
of almost any organism from any source in a 
large proportion of the animals used. 

Uleers which become chronic begin in the sub- 
mucosa, spread beneath it, and the sloughing of 
the mucosa is secondary to this process. These 
ulcers usually heal, but some become subacute 
or chronic. They probably become chronic be- 
cause of a continuation of the original cause, 
that is, infection, and are slow to heal because 
of the great loss of normal tissue, the amount 
of granulation tissue, the persisting endarteritis 
and poor blood supply to the part, and its in- 
accessibility to treatment. An ulcer with such 
histology would be difficult to heal wherever 


situated. 
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THE DIAGNOSIS OF PEPTIC ULCER BY X-RAY* 


BY ERNEST L. DAVIS, M.D. 


From the time Reiche succeeded in demon- 
strating the cavity of an ulcer in the stomach by 
means of x-ray, up to the present, the succes- 
sion of events in developing the Roentgenologic 
diagnosis of gastrie uleer has been orderly and 
few steps have been taken which have had to be 
retraced. Thanks for this are due to Hemmeter, 
Reiche, Haudek and Holzknecht in Europe and 
Cole, Case, Carman and others in this country 
for the pioneer work which they did. It has 
been possible for some time for a Roentgenol- 
ogist to present a paper on this subject before a 
body of medical men and women without being 
on the defensive. The value of the examination 
of the gastro-intestinal tract with x-ray and 
opaque meal is now generally accepted as the 
most accurate of all methods, so that this exam- 
ination has become one of the most important. 
developments in x-ray work. 

Much of the confusion in the past, and far too 
much at present, is caused by the enthusiasm of 
the beginner and by the poorly carried on work 
of the untrained. It is difficult to maintain a 
conservative attitude in this work. Yet, it is 
especially necessary to do so. The rapid im- 
provement in apparatus in the past few years 
has made it possible for one with very little ex- 


*Read at the meeting of the Massachusetts Medical Society, 
Springfield, Mass., June 8-9, 1926. 





perience to make x-ray films, oftentimes, of very 
good quality. With this has come the custom 
in smaller hospitals and clinics for nurses and 
technicians to conduct the x-ray examination 
and the films turned over to the clinician for 
interpretation. In certain eases this procedure 
may be satisfactory, but it implies that the 
clinician has a broad knowledge of x-ray diag- 
nostics and this is only acquired with long ex- 
perience. 

The hazard attending diagnosis based on films 
exclusively, especially when the films are few 
in number, is great and the percentage of error 
will be high. So also with the screen alone, ex- 
cept in lesions that are more or less gross. I be- 
lieve it is only with a combination of both that 
we obtain the best results. There are marked 
exceptions to this, I grant, but the average Ro- 
entgenologist has neither the skill nor the ex- 
perience of a Cole or a Carman. 


The following types of peptic ulcer are seen 
at operation: 


(1) Small, exceedingly shallow mucus erosions and 
minute slit-like ulcers. 

(2) Penetrating or perforating ulcers with fairly 
deep craters. 

(3) Perforated ulcers with or without accessory 
cavity. 


(4) Carcinomatous ulcers. 
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Of these types the first, the small, shallow 
mucus erosions, are practically impossible to 
demonstrate, unless accompanied by secondary 
signs, such as incisura or incisura plus retention. 

The penetrating types, which have burrowed 
more or less deeply into the gastric wall, pro- 
duce a definite crater or projection from the 
lumen of the stomach. The ease with which 
this crater can be seen with the x-ray depends 
more on its location than its size. Perforation of 
an ulcer with a continuation of the destructive 
process into adjacent tissues results in an ac- 
eessory cavity outside the stomach. This is the 
type of ulcer usually most easily demonstrated. 
An ulcer may, vf course, perforate and not ex- 
cavate the tissues beyond the stomach, but in 
these cases, x-ray examination should show the 
erater and sometimes the distorting effect of the 
adhes‘ons. 

Early carcinomatous ulcers are not as a rule 
distinguishable from non malignant ulcer, their 
Roentgenological signs being the same as those 
of the penetrating or of the perforated ulcers. 

The Roentgen signs may be divided into two 
clasces : 


(1) Primary and practically pathognomonic signs 
(a) Niche 
(b) Accessory pocket ° 
(c) In the duodenum, constant deformity of 
the duodenal bulb 
(2) Secondary and corroborative signs 


(a) Spastic manifestations 
I The incisura 
II Spasmodic hour glass 
‘III Gastrospasms 
(b) Gastric retention 


If it were possible to show one of these posi- 
tive signs of gastric ulcer, namely, niche, acces- 
sory pocket, or a constant deformity in the bulb, 
the diagnosis of peptic ulcer by means of the 
x-ray would be comparatively easy, but unfor- 
tunately, in a fairly large percentage of cases, 
this can not be done. When the site of the ulcer 
occupies a position in the stomach where it is 
impossible of demonstration, namely, in the pos- 
terior wall, particularly in the pyloric portion, 
if we can make a Roentgen diagnosis at all. it 
must be based on indirect phenomena and the 
same is true, in the cases in which the ulcer has 
not eroded the gastric wall to a sufficient depth 
to make a demonstrable projection from the gas- 
tric lumen to produce either a niche or an ac- 
cessory pocket. 

Gastrospasm is the greatest single obstacle 
in Roentgen diagnosis of gastric ulcer, yet, some 
of its varieties, may be of great assistance in 
making a diagnosis. The incisura, an indenta- 
tion of the gastric wall opposite an ulcer, practi- 
cally always seen in the greater curvature, is 
generally believed to be due to irritation of the 
ulcer, causing a spastic contraction of the cireu- 
lar muscular fibres in its plane. When it is con- 


stant and persistent, it is almost positive eyj. 
dence of the existence of an ulcer, although 
persistent incisura on the greater curvature 
which is not influenced by belladonna, is some. 
times indicative of ulcer in the duodenum. Spas. 
modie hour glass, which is really an exaggeration 
of the incisura, may be the result of ulcer or may 
be refiex from some source outside the stomach, 
The value of all spasmodic manifestations de. 
pends upon our ability to differentiate those 
from causes within the stomach and those that 
are reflex from causes outside the stomach. Anti. 
spasmodics and re-examination will, in the great 
percentage of cases, determine this. It is well 
to remember that spasm of any sort disappears 
under general anesthesia and is not seen at oper. 
ation, even the spasmodic hour glass, so that the 
surgeon upon opening the abdomen and not find- 
ing the hour glass contraction reported, may 
conclude that the Roentgen diagnosis is wrong, 
but careful search will reveal the ulcer. <A true 
incisura must be constant and stationery and 
must persist after the patient has been given 
antispasmodies to physiological effect. 


4 residue from the barium meal at the 6 hour 
examination is a fairly common accompaniment 
of gastrie uleer. Carman in a series of 215 con- 
secutive cases noted retention in 118 or 55%. 
The manner in which uleer causes a gastric re- 
tention is not definitely known. If the ulcer is 
’ the pyloric ring, which is relatively uncom- 
mon, it may cause a narrowing of the ring either 
hy localized spasm or by sear contraction. By 
far the greater number of ulcers are situated at 
a distance from the pylorus and the retention 
which they produce has been assigned to pyloro- 
spasm excited by the ulcer or by an accompany- 
ing hyperacidity. A residue alone in the stom- 
ach is not sufficient for diagnosis as there are 
numerous other causes for retention of the 
barium meal, but taken in connection with other 
signs is oftentimes of value. 

The rate of frequency between duodenal and 
gastric ulcer is estimated at three or four to one. 
In the duodenum, nine-tenths of the ulcers occur 
in the bulb and usually on the anterior wall. 
They are often multiple and very small ulcers 
may produce considerable sear tissue. Here also 
there is a great tendency to perforation and of 
penetration to the serosa with resulting acces- 
sory pocket. Oftentimes, there is a general dis- 
tortion, the shadow of which, is likened to a bit 
of branched coral, probably due largely to spasm 
which is persistent, sometimes a. constant de- 
formity in the base, or there may be an incisura 
which is constant and sometimes a typical niche 
is seen. These are all positive evidences of ulcer 
when they are seen to be constant on the screen 
or when seen on repeated films sufficient in num- 
ber. Occasionally, the bulb may be deformed by 
pericholecystie adhesions. On the other hand. 





the bulb may be found at operation buried in 
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a mass of adhesions from gall bladder disease, 


vet show a perfectly normal contour in the Ro- 
genogran. 

“Sean deformity of the bulb is the main- 
stay of diagnosis. At times cicatricial retraction 
is largely the cause, but as a rule, the deformity 
ig dominantly spastic and often entirely so. It 
must be admitted that deformity of the bulbar 
shadow is not absolutely characteristic of ulcer 
and that real or apparent deformity may be due 
to other causes. The indirect signs of duodenal 
ulcer which are manifested in the stomach are 
interesting and in certain combinations may be 
important. Hypertonus is a common feature of 
non-obstructive uleer. With the advent of ob- 
struction the stomach loses its tonicity and be- 
eomes enlarged. When obstruction is marked, 
antiperistaltie waves are sometimes seen. Fre- 
quently there is hypermotility. Gastrospasm is 
exhibited as an incisura or an antral deformity. 
None of these secondary signs taken singly is 
diagnostic of uleer. When obstruction is pro- 
nounced it is difficult or impossible to fill the 
bulb and establish the fact of deformity. In that 
event the combinations of a large stomach of 
normal contour with hyperperistalsis and a six- 
hour retention is quite as diagnostic of duodenal 
ulcer as is bulbar deformity. 

Duodenal ulcer may be present without detect- 
able distortion of the bulbar shadow. This is so 
uncommon, however, that the Roentgenologist 
is justified in reporting a normal bulbar shadow 
as being Roentgenologically negative. 

The problem confronting the Roentgenologist 
whose work is confined exclusively to x-ray work 
in a private laboratory in the smaller cities is 
quite different than that of the Roentgenologist 
in the large hospitals. In the latter, the cases 
referred to him have history, physical and lab- 
oratory examination all done and recorded. He 
ean report his findings and they can be corre- 
lated and a final decision reached. 

In the private x-ray laboratories, such a con- 
dition does not exist. Many patients referred 
to us come from a distance, oftentimes, with sim- 
ply a request for a gastro-intestinal examination. 
The great majority of cases referred to us for 
any x-ray eome with the simple request for x-ray 
examination of a certain part. This has made 
it necessary for us to obtain as careful a history 
as is possible. There are a. few Roentgenologists 
who claim that they care nothing about the 
history of a ease as all that they desire is to see 
the Roentgen films or shadows on the screen. 
If they are only to report what they see and 
leave it to the clinician to interpret their fin4- 
ings, this work may as well be done by a tech- 
nician. I feel that the Roentgenologist should 
not forget that he is a doctor and the more of 

his medical skill and clinical ability that he uti- 
lizes, just so much more will be the value of his 
X-ray interpretations. 





It is pardonable at times for the Roentgeolo- 
gist to fail to discover a lesion in the stomach, 
but the subjection of a patient to a needless 
operation or to the expense and discomfort of 
long continued treatment on inexact interpreta- 
tion of obscure x-ray evidence alone is not 
readily forgiven by those concerned. For that 
reason, I believe, that the obtaining of a care- 
ful history and everything else that we can do 
to make a correct diagnosis should properly be 
a part of the Roentgenologist’s work. Patients 
are referred to him for a diagnosis and while 
this diagnosis is like all others, simply an opinion 
based on evidence and not a fact, it should be 
consistent with ths history and other findings. 
Oftentimes, this history may help one in the 
interpretation of his findings. It very often 
tempers his judgment and gives him a truer per- 
spective of the condition. 

Tt is perhaps well to remember that only about 
one person in ten with gastrie symptoms has a 
gastric lesion. There are times when one is like- 
ly to be disappointed in the large number of 
eases in which he is unable to find any x-ray 
evidence of a gastro-intestinal lesion when the 
history seems fairly conclusive. Except for a 
certain percentage of patients with such le- 
sions, which no one as yet has been able to dis- 
cover, there is a much larger number of patients 
whose symptoms are produced by conditions out- 
side the digestive tract. 

The accuracy of the diagnosis of peptie ulcer 
varies with the ability and training of the ex- 
aminer. The diagnosis of the average Roentgen- 
ologist should be from 75 to 80% correct. 

Peptic ulcer can be diagnosed positively by 
x-ray when it is located in the stomach so that a 
niche or an accessory pocket can be visualized 
and an uleer in the duodenum can be positively 
determined when the characteristic deformity of 
the bulb is shown constant and unvarying. The 
site of the ulcer is of more importance in its 
visualization than its size. Peptic uleer may 
exist without showing any direct x-ray evidence, 
but there may be indirect signs that may be cor- 
roborative of clinical diagnosis. The x-ray in- 
ter pretation of shadows and signs must be con- 
sistent with the clinical findings, history, it is 
insisted, being of great importance. 

To quote Dr. Russell D. Carman, from whose 
published writings I have already quoted freely 
in this paper: 

“The Roentgenological examination of the digestive 
tract is not a mysterious art requiring extraordinary 


talents. Neither is it a simple diagnostic method 
which can be learned in a day. Its successful em- 


ployment demands industry, experience, judgment 
and care, just as any other procedure in medicine, 
no more, no less.” 
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THE GENERAL MANAGEMENT OF PEPTIC ULCER# 


BY FRANK H. LAHEY, M.D., F.A.C.S. 


THE subject of the management of gastric and 
duodenal ulcer is at the present time in a state 
of considerable complexity, as may possibly be 
demonstrated by the discussion in this sympo- 
sium today. Concerning the necessity of accur- 
ate and careful diagnosis, however, there can be 
no disagreement. 

It is not necessary to enter into a discussion 
of the measures available for the diagnosis of 
gastric and duodenal ulcer. It is only essential 
to say that no diagnostic measure should be omit- 
ted in demonstrating as convincingly as possi- 
ble the presence or absence of these lesions when 
suggested by the clinical history. So accurately 
may the symptoms of these lesions be mimicked 
by periduodenal and perigastric adhesions, by 
gall bladder disease and possibly by chronic ap- 
pendicitis, that in certain cases, even after the 
most painstaking and thorough investigation, 
there will still be considerable doubt as to the 
presence or absence of gastric or duodenal ulcer. 

We are distinctly of the conviction that gas- 
tric and duodenal ulcer are in no way primarily 
surgical diseases, and become surgical only as 
they are demonstrated as non-medical in the 
course of non-operative treatment. We believe 
that a plan of immediately submitting gastric 
and duodenal ulcer to surgery without a careful 
trial of medical management is unjustifiable, 
indefensible and unsound. Yet it is constantly 
being done. With no intention of being unduly 
‘ eritical, we believe that a great many surgeons 
with no personal experience in the treatment 
have but a sceptical interest and belief in medi- 
cal management, and are so prepared to accept 
this form of treatment as a failure that they 
have little personal interest in and are uncritical 
of the details of its management or the accuracy 
with which it has or has not been carried out. 

Because of the possible post-operative com- 
plications of gastroenterostomy, such as gastro- 
jejunal and jejunal ulcer, and the possible mor- 
tality of partial gastrectomy, together with the 
uncertainty of the future with a completely 
achylic stomach, we feel that he who operates 
upon gastric and duodenal ulcer today is, in the 
face of the above facts, solemnly bound to be cer- 
tain that medical management has been ade- 
quately applied, or that the patient is clearly 
aware that he or his cireumstances are responsi- 
ble for its failure to be accurately utilized. 

We feel so strongly about this that in our 
clinic we have assumed the responsibility for its 
application, and under Dr. Sara M. Jordan, in 
charge of the gastroenterological cases, have em- 
ployed the Sippy plan of treatment now for two 
and one half years. We have made use of this 


*Read at the meeting of the Massachusetts Medical Society, 
Springfield, Mass., June 8-9, 1926. 


method of treatment not because we feel that 
excessive acidity is the cause of gastric or duo. 
denal ulcer, but because we have so constantly 
seen both relief of symptoms and X-Ray and 
laboratory evidence of improvement in the ulcer 
under it, and because it is possible to determine 
so accurately whether or not the principles of 
the treatment (neutralization) are being accom. 
plished. 

Our experiences with patients who have been 
upon the Sippy and other plans of diet and 
treatment lead us to believe that they are fre. 
quently not accurately applied by the physician, 
and are frequently less accurately adhered to 
by the patient. 


As we have often stated, we have accepted no 
patients in the clinic with possible gastric or 
duodenal ulcer unless they would go to bed in 
the hospital, prepared to stay three weeks, if 
necessary. During: this time we may accom- 
plish (1) the probable diagnosis, (2) the indica- 
tions for surgery, and (3) if medical manage- 
ment is indicated, relief of symptoms and a 
three weeks’ training in the plan of management 
which they must pursue for the ensuing year in 
the non-operative treatment of their ulcer. It is 
unnecessary for us to go into the details of the 
alternate milk, cream and alkali feedings. It 
is essential, however, to stress the necessity of 
persistency and accuracy in the follow-up of 
these cases. During their year of treatment 
in our hands, they return to the hospital for an 
over night stay once every two months. During 
their over-night stay their stomachs are as- 
pirated at nine-thirty and at midnight to deter- 
mine whether or not they are being neutralized. 
They have an Ewald meal in the morning to 
determine the degree of gastric acidity. They 
are fluoroscoped to determine the X-Ray evi- 
dences of healing and their carbon dioxide com- 
bining power is estimated to determine the effect 
of prolonged feeding of alkalis and the possibili- 
ty of ensuing alkalosis. 


During the period of medical management, it 
is determined that the treatment is no longer 
medical but surgical, when relief of pain has 
not been accomplished within seven days, or 
when, after leaving the hospital, pain returns, 
due either to failure of medical measures to re- 
lieve, or an inability of the individual (perhaps 
due to uncontrollable circumstances) to adhere 
to the exacting plan of treatment. With this 
failure to relieve pain often goes the inability 
to keep gastric acidity neutralized and hyper- 
secretion controlled. 

Perforation, complete or incomplete, is of 
course immediately accepted as an indication 





for surgical treatment. We include in this group 








‘> | 


—- oO of 


“oa he me mM ao ork © + OO 


at 


a a a oe a a a a a a a ee ee, ee ee ee ee 


Ourna] 
8, 1926 


that 
duo- 
ntly 
and 
ulcer 
mine 
Ss of 
com- 


been 
and 
fre- 
‘lan, 
1 to 


1 no 
. or 
1 in 
* 
om- 
ica- 
uge- 
la 
ent 
‘in 
t is 
the 
It 
of 
of 
ent 


ing 
as- 
er- 
ed. 

to 
ley 
vl- 


ect 
ili- 


iS 


r- 








Volume 195 
Number 21 


GENERAL MANAGEMENT OF PEPTIC ULCER—LAHEY 981 





those perforations in which gastrie or duodenal 
contents are discharged into the peritoneal cav- 
ity with no walling off of adhesions about the 
perforated ulcer and those ulcers which perfor- 
ate but become immediately walled off by sur- 
rounding structures. We do not include the 
eroding uleers which so commonly occur on the 
lesser curvature of the stomach and show an 
aleove or niche defect at this location, so char- 
acteristically by bismuth X-Ray. 

Recurring hemorrhage and persisting micro- 
scopic blood in the stools (gums being elimi- 
nated) in spite of adequate neutralization, we 
accept as indicating a change from medical to 
surgical *treatment. A single large hemorrhage 
or even severa) such hemorrhages in a patient 
who has been untreated or inadequately treated 
is no contraindication to a trial of non-operative 
management. Some of the largest gastric ulcers 
we have had have come to the clinic after very 
large hemorrhages, and under careful medical 
management have not bled again and have 
shown practically a disappearance of the gastric 
defect as demonstrated by the X-Ray shadow. 
When, however, hemorrhage occurs in spite of 
accurate medical management, or as the resul! 
of the individual being unable to adhere strictly 
to the plan of management, then the plan of 
treatment must be at once so changed that sur- 
gery is contemplated as soon as transfusion and 
the individual’s general condition permits its 
application. It is here that one’s surgical judg- 
ment may be put to a most trying test. It is 
generally known and accepted that gastric op- 
erations done immediately after hemorrhage are 
associated with high mortalities, and while most 
hemorrhages from gastric and duodenal ulcer 
cease under rest and proper medical manage- 
ment, recurrent hemorrhages will occur in a 
certain few cases and will require immediate sur- 
gical procedures best done under local anes- 
thesia after transfusion. These are best limited 
to measures such as suture and ligature of ves- 
sels leading to the ulcer, to prevent immediate 
death from exsanguination. 

Pylorie obstruction, when due to scar tissue 
and not relievable under medical management, 
is undebatably a surgical condition. But a 
small fraction, however, of the cases showing 
pylorie obstruction by X-Ray, as demonstrated 
by a 6-bour and 24-hour gastric residue after a 
bismuth meal, are obstructions due to the can- 
tracting cicatrix of a healed ulcer. 

The majority of cases of pyloric obstruction 
are seen in connection with an active gastric or 
duodenal ulcer and are the result of pyloric 
spasm and involvement of the pylorus in the 
exudate which is associated with the active ulcer. 
Under rest, neutralization and diet, a very great 
majority of such cases have shown relaxation of 
the pylorus and disappearance of the exudate, 


so that complete gastric emptying has taken 
place within normal limits of time. 

We therefore hold that not every pyloric ob- 
struction is surgical and that it does not be- 
come so until it has been demonstrated, if the 
patient’s condition permits, that it is not reliev- 
able by rest and medical treatment. 


Since duodenal malignaney is so rare and ma- 
lignant degeneration of duodenal ulcer pratcti- 
eally unheard of, one needs to consider maligy 
naney as an indication for surgery only as it 
may be confused with ulcer in the diagnosis of 
gastric lesions, or as one considers the late or 
immediate possibilities of malignancy engraft- 
ing itself upon the edges or base of a chronically 
existing gastric ulcer. 

The demonstration of gastric carcinoma with 
its typical X-Ray and gastric content findings, 
together with its suggestively short and non- 
periodic history, or a lack of any history, leaves 
no one in doubt as to the need of immediate rad- 
ical surgery. It is lamentable that such obvious 
cases of gastric carcinoma do not get to the 
operating table sooner than they do. 

The question of the percentage of malignant 
degeneration of gastric ulcer and its influence 
upon the indication for surgical treatment of 
this condition is, however, one which has played 
a considerable part in leading many to accept the 
treatment of gastric ulcer as immediately sur- 
gical. This position would be acceptable to 
every one were there a uniform agreement as 
to the high percentage of malignant degenera- 
tion occurring upon ulcer. A great variety of 
figures have been published as to these percent- 
ages with a very marked tendency in the last 
few years toward the opinion that the figures of 
the past were perhaps unduly high, those of the 
present ranging for the most part from ten to 
twenty per cent. 

We believe that it is possible by means of a 
week or ten days’ trial of medical management 
to obtain evidence which is of definite help in 
arriving at the decision in a borderline case in 
a patient suspected of malignant degeneration 
upon an ulcer, yet still showing free hydro- 
chlorie acid and not showing convincing X-Ray 
evidence of malignancy. In such cases, without 
frank preoperative evidences of the disease, even 
/with the abdomen open and the lesion exposed, 
the operative evidence of malignancy is usually 
no greater and still uncertain, and one is often 
in this position forced to a radical procedure 
upon a patient in none too good condition, with 
the possibility in mind that should the operation 
result fatally, and the pathologist report the 
lesion to be benign, it may properly be charged 
that the pathological findings did not justify 
the risk. 

We have so little confidence in our ability 
to distinguish in the borderline cases between 





beginning malignant degeneration of the ulcer 
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and entire benignancy, based upon pathological 
reports coutrary to our clinical impression in 
both directions, that we have sought preopera- 
tive help in determining the presence or ab- 
sence of malignancy by noting the effect of med- 
ical measures upon the gastric defect as demon- 
strated by X-Ray pictures. Those gastric le- 
sions in which there is no complication of malig- 
nancy will in general show a marked improve- 
ment in the X-Ray picture under seven to ten 
days’ medical management, while those with ma- 
lignant involvement show persisting and un- 
changed X-Ray defects and frequently persist- 
ent occuit blood in the stools, in spite of ac- 
curate and painstaking medical treatment and 
complete rest. 

The surgical treatment of gastric and duo- 
denal ulcer cannot, in our opinion, be discussed 
under the same heading because of the remote 
and immediate absence of the question of malig- 
nancy in duodenal ulcer. 

Our attitude regarding duodenal ulcer which 
has failed under medical treatment is that the 
gastroenterostomy even with its possibilty of 
seven to ten per cent gastrojejunal ulcer is our 
operation of choice in uncomplicated duodenal 
uleer. In this comparatively benign lesion, we 
do not feel justified in accepting the increased 
mortality of partial gastrectomy, or in .sacrific- 
ing the acid-producing portion of the stomach, 
even with its higher percentage of cures and 
practical absence of gastrojejunal and jejunal 
ulcer as a post-operative complication. 

Those duodenal ulcers in which severe hemor- 
rhage has occurred are the types in which com- 
plete removal of the ulcer and acid-producing 
area of the stomach is to be desired after failure 
of medical treatment. In such a condition, how 
ever, partial gastrectomy is to be undertaken 
only after the most eareful consideration and 
preparation by transfusion and the lapse of suf- 
ficient time after the hemorrhage so that cir- 
eulatory balance has been restored. 

Our attitude has been that partial gastrectomy 
may be employed upon those ulcers failing both 
after medical treatment and after gastroenter- 
ostomy, since all measures have been -logically 
applied, and if relief is now to be obtained, it 
may be accomplished only by the radical proce- 
dure of partial gastrectomy. 

We have made no mention of pyloroplasty 
with excision of the ulcer, gastroduodenostomy 
and simple excision of the ulcer above, as our 
results with gastroenterostomy have been su- 
perior to those in the few cases in which we 
have done pyloroplasty. Excision of the ulcer 
together with gastroenterostomy is desirable in 
intraperitoneal ulcers, particularly as lessening 
the possibility of recurrent hemorrhage. Unfor- 
tunately, however, in our experience the severe 
hemorrhages occur in the extraperitoneal ulcers 
on the posterior wall of the duodenum and erod- 
ing into the pancreas, in which situation local 


excision is not possible. It is in this type, as 
spoken of above, that partial gastrectomy is 
most desirable. 

Partial gastrectomy, in our experience, hag 
found its best application in chronie gastric y]. 
cer, which has failed under medical treatment 
removing as it does the lesion if it has any evi. 
dences cf malignancy, eliminating the possibil- 
ity of later malignancy, and relieving the indi. 
vidual most satisfactorily of immediate symp- 
toms. It possesses also but little possibility of the 
post-operative complication of gastrojejunal and 
jejunal ulcer. We have taken the position in 
our clinic that it may be applied universally 
only in those cases where malignancy eundoubt- 
edly exists and the risk is amply justified by 
the condition. We have assumed the position in 
practically proven gastric ulcer which has failed 
to be cured under medical management that of 
all the operative procedures, partial gastrectomy 
offers the best chance of complete and lasting 
cure with the best post-operative gastric fune- 
tion, but that its mortality is highest in our 
hands in the cases in which its application is 
most indicated, that is in the ulcers high on the 
lesser curvature and in the eroding ulcers which 
have penetrated into the pancreas. In such 
cases we attempt, with the operative field ex- 
posed and the uleer thoroughly examined, to 
estimate the difficulties and probable degree of 
risk of the radical procedure, and if the risk 
be great in our opinion, do a gastroenterostomy. 
We appreciate that the more distant the uleer is 
from the pylorus, the less satisfactory are the 
results of gastroenterostomy, yet upon these 
poor risk patients whose lesions are distinctly 
ulcers, we very frankly prefer that the patient 
be but partly well to being entirely dead. 


To sum up the surgical treatment of duodenal 
ulcers which have failed to be cured medically: 

We agree with Haberer, Finsterer, Straus, 
Berg, and Lewisohn that partial gastrectomy 
with its post-operative achylic stomach removes 
the lesion, produces lasting relief from symp- 
toms, and is not followed by gastrojejunal or 
jejunal uleer. In this relatively benign duo- 
denal lesion we are not prepared to accept the 
highei' mortality of partial gastrectomy, nor are 
we prepared to sacrifice offhand the acid-produc- 
ing portion of the stomach with permanent gas- 
trie achylia. 

In gastric uleer uneured under medical man- 
agement, we employ partial gastrectomy where 
there is any question of malignancy, and in 
those chronic uleers where partial gastrectomy 
may, in our opinion, be employed with but 4 
moderate risk, and in all other cases employ 
gastroenterostomy and observe its effect. If 
under this and medical management the ulcer 
still persists, resection is then undertaken with 
the alimentary stream already established. 





We cannot close our remarks on this subject 
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without a few words as to the responsibility for 
proper non-operative and proper post-operative 
treatment of gastric and duodenal ulcers and as 
to the frequent responsibility for undesirable 
post-operative complications and failures to 
ure. 
, He who accepts a patient with gastric or 
duodenal ulcer, accepts also the responsibility 
for his pre- and post-operative medical care. If 
he is not interested in and qualified by experi- 
ence for the pre- and post-operative medical 
treatment, it is distinctly his duty to turn the 
management of such a case over to a physician 
who is experienced and qualified in such treat- 
ment. 

The patient also is to be held to strict account- 
ability as to his or her adherence to the plan of 


treatment with due allowance for the exigencies 
of his or her life, needs and occupation. Many 
of the post-operative complications of gastric 
and duodenal ulcer are unjustly attached and at- 
tributed to the operative procedure itself when 
they undoubtedly would not occur at all, or in 
less numbers, had the patients not returned post- 
operatively to methods of life and eating which 
played a considerable part in the original pro- 
duction of the ulcer. With no purpose of evad- 
ing responsibility, we believe that it is distinctly 
necessary to impress upon patients pre-opera- 
tively that the almost universal impression that 
by means of surgery not only will all of their 
symptoms be relieved, but also that they may 
eat and drink anything and live as they have 
always done, is wrong. 





ia 
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THE MEDICAL ASPECTS OF PEPTIC ULCER* 


BY FRANKLIN W. WHITE, M.D. 


AccuRATE diagnosis is the basis of good treat- 
ment. In the past the surgeon had an advan- 
tage over the physician; he knew when he was 
treating peptie ulcer, because he had seen and 
felt it; and the physician had not. Many ulcers 
were overlooked by the physician and called 
‘‘hyperacidity’’, and many so-called ulcers were 
given medical treatment, and included in med- 
ical statistics which were not ulcer at all, but 
neuroses, pathological gall bladders, or appen- 
dices; and in addition it was often not possible 
to make a definite distinction between gastric 
and duodenal ulcers. For these reasons the 
older medical statistics of ulcer are unsatisfac- 
tory in contrast to surgical statistics. These un- 
happy days are well over. 


ACCURACY OF MODERN DIAGNOSIS 


At present our accuracy of diagnosis of pep- 
tie uleer by combined methods without opera- 
tion is over 90%. It is rare in a carefully stud- 
ied ease either to overlook an ulcer, or to diag- 
nose uleer when it is not present. This is large- 
ly due to the addition of the X-ray to our other 
methods. The X-ray not only discovers the de- 
formity of ulcer, but locates it in the stomach 
or duodenum, gives us an idea of the size of 
lesser curvature ulcers, and detects many path- 
ological gall bladders, simulating ulcer, by the 
Graham test and in other ways. It may also 
discover chronic changes in the appendix. On 
this basis a more accurate kind of medical ulcer 
Statisties have been accumulating in the last ten 
years, which have a new value. 

Some oceasional difficulties in diagnosis still 
are met. The cases with gastric hemorrhage 
with few or no digestive symptoms, and nega- 
tive X-ray findings are hard to classify. 

It is just possible that too many duodenal 


*Read at the mecting of the Massachusetts Medical Society, 
Springfield, Mass., June 8-9, 1926. 


fuleers may be diagnosed after X-ray examina- 
tion, some cases of duodenal spasm may be in- 
cluded. The patient has the ‘‘hyperacidity’’ 
syndrome, there is duodenal spasm, not relieved 
by atropin, and the case may be called ulcer. 
This is rare, however, for the fact remains that 
in eases diagnosed duodenal ulcer who come to 
operation, we are very rarely wrong in the diag- 
nosis. I believe that duodenal ulcer is one of 
the most definite of clinical diagnoses at the 
present time. 

We want the history and X-ray examination 
to agree as a rule, and hesitate about the diag- 
nosis of duodenal ulcer on the basis of slight de- 
formity of the duodenum if the history is neg- 
ative. On the other hand, a clear positive X-ray 
picture of a lesser curvature ulcer is diagnostic 
even with an atypical history. 

In spite of the possibilities of modern methods 
of examination, it is disappointing to find that 
many cases of uleer in private practice go un- 
diagnosed for years; many with a very sug- 
gestive history are not taken seriously enough, 
and no X-ray examination is made. It-is safe 
to say that two-thirds of the duodenal ulcers 
are diagnosed very late. This may be partly the 
result of older text books and older teaching, 
where severe pain, hemorrhage, anemia, obstruc- 
tion and perforation were emphasized, and the 
common hunger pain with food and soda relief 
was not. 

It is the duty of the family doctor to have 
the early ulcer picture more clearly in mind, to 
use the X-ray promptly, and to make the diag- 
nosis when the patient is younger, when the at- 
tacks are short and remission long, and compli- 
eations have not developed. This is the time of 
easy treatment and excellent results. We are 
not asking impossibilities. Early cancer diag- 





nosis is very hard; early uleer diagnosis is not. 
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USE OF X-RAY AND OCCULT BLOOD TESTS TO 
FOLLOW THE RESULTS OF MEDICAL TREATMENT 


In judging the results of medical treatment, 
we depend largely on changes in the patient’s 
symptoms and signs (disappearance of hunger 
pain and distress, vomiting, gross bleeding, 
weight changes, tenderness, ete.), but in many 
eases we may get valuable help from the X-ray 
and blood tests. The X-ray not only gives us 
the size and position of the ulcer, but enables us 
to a large degree to follow the course of healing. 

It is interesting and important to know Just 
what an ulcer, especially a gastric ulcer, is doing 
under medical treatment. This means addition- 
al work, but is easily arranged in hospital cases. 
The peristalsis becomes less active and more 
normal. Pyloric spasm lessens, and the stomach 
empties better. The local deformity of the ulcer 
smooths out. This is best seen in a lesser curva- 
ture ulcer where we have it in profile (see Fig- 
ures 1 to 4). In pyloric or duodenal ulcer some 
local deformity due to spasm or scar tissue is 
often very persistent. 


It is needless to say that these changes must 
be carefully correlated with changes in symp- 
toms and other physical signs. Occasionally the 
X-ray signs may be more important than the 
clinical. The patient may lose his symptoms 
and gain weight, but lack of healing shown by 
the X-ray may give the best indication of a 
severe lesion. The best time for this re-exam- 
ination of the stomach is at the end of one or 
two weeks after treatment has been begun, again 
after one or two months, and at some later 
period. 

There is some objection to X-ray studies of 
local deformity as an index of the healing of an 
ulcer. The crater may fill with food or mucus 
and appear healed, or the stomach be rotated a 
little at subsequent examinations, and the ulcer 
hidden. These objections eall for careful work 
and interpretation, but are not serious. 

This X-ray study together with the examina- 
tion of resected material has taught us much of 
the life history of ulcer,—the time taken to 
form and heal at different stages, the degree of 
healing in intermissions. The discovery that 
good sized lesser curvature ulcers will disap- 
pear almost completely within four to six weeks 
has been a surprise. 

Testing the feces for blood is an important 
routine. A meat free diet must be used, and 
low intestinal bleeding excluded. Positive oe- 
eult blood tests showing an active uleer or re- 
eent hemorrhage usually entirely disappear in 
five to seven days under medical treatment. 
Any delay in the disappearance of blood is im- 
portant and must be explained. It may be due 
to an ulcer which is not controlled by medical 
treatment and continues to bleed, or to a ean- 
cerous ulceration; in both cases surgery must 
be considered promptly. 


TYPES OF TREATMENT AND DURATION 


In selecting cases for medical treatment we 
think first of the absence of complications, such 
as bleeding, obstruction and _ perforation, 
Duodenal ulcers are preferred to gastric, not go 
much on account of the cancer risk, but because 
they give better results under medical treat. 
ment. There are also many patients who prefer 
medical treatment if it can be made successful. 


I wish to especially emphasize that in select- 
ing patients for medical treatment the younger 
ones do better. We get a decidedly higher per- 
cent of cures under forty-five than over. The 
most favorable cases are those which have short 
histories, short attacks and long remissions; 
those who have had no good previous medical 
treatment; those who are intelligent, and who 
are willing to see the doctor occasionally during 
a period of a year or two. We can make medical 
treatment a success with a larger proportion of 
private than hospital patients, because of their 
greater intelligence, easier circumstances and 
better contact with the physician. 

We used to think that the discovery of an 
hour glass stomach was an indication for opera- 
tion. We now realize that this is true only 
when it causes symptoms. We have several cases 
who have been under occasional observation for 
years; who have no obstruction, and enjoy ex- 
cellent health, and would not consider an oper- 
ation. Dr. Lahey has had the same experience. 

Our remarks about treatment must be general. 
This is not the place for details. The plan of 
medical treatment must be simple, logical and 
above al practicable. Most people cannot afford 
to make a pet of an ulcer, or to devote much 
time and money to repeated hospital treatment. 
We use ambulatory treatment in a large pro- 
portion of our duodenal eases. 

We like to classify and plan separately for 
gastric and for duodenal ulcer, for though tht 
treatment is very similar, the medical respon 
sibility, the follow-up, the results, and the sur- 
gical aspects differ somewhat. 

Our treatment is largely symptomatic, since 
the cause is not definitely known, but evidently 
the result of chemical, mechanical, bacteriologi- 
eal and other factors. Vague talk about dia- 
theses gives no practical help at present. 

We will sum up briefly the chief factors in 
medical treatment in the approximate order of 
importance. 

A bland diet is essential and easily under- 
stood. The Leube and Lenhartz and Sippy diet 


use much the.same food. We need ride no hob- 
bies, but consult the taste of our patient. Milk 
and egg, milk and cream or cereal gruels at the 
start do equally well. 


Frequent feeding is'the great thing and must 
be emphasized, six times a day or even more at 





the beginning. This is easily arranged even 
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with ambulatory cases by means of a thermos 
bottle. 


We do not use many drugs; even alkalies are 
not essential and can be omitted in many bed 
eases with equally good results. They are very 
useful, however. They simplify treatment es- 
pecially at first. We use them regularly. 
Atropin is a standby to relax spasm and check 
hypersecretion. Bismuth has some value. We 
do not use it much. Tobacco is unfortunately 
often allowed. Many proved cases of ulcer come 
to me smoking ten to twenty cigarettes, or four 
or five cigars a day. It has an important effect 
in stimulating spasm, and gastrie secretion, and 
antagonizes the rest of the treatment and should 
be eut very low or omitted. 

It is important to remove infection in the re- 
mission period, such as septic teeth, tonsils, 
sinuses, ete. If the appendix or gall bladder are 
involved, this puts the patient in the major 
surgical group. 

The advantages of medical treatment are that 
most patients prefer it. There is no mortality 
from the treatment itself, and fifty to sixty per- 
cent at least of duodenal ulcers, and at least one 
third of gastric uleers get well and stay well 
even if followed for long periods. 

The disadvantages are that it is more tedious, 
requires more self-control (like diabetes), and 
an unintelligent or poor patient may find it 
difficult to carry out (though our hospital clin- 
ie gives us quite a large percent of good results), 
and allied pathology in the abdomen may not be 
discovered and removed at the start. 


TREATMENT IN REMISSIONS 


This is a crucial point in medical treatment 
which is often neglected. Relief of pain is not 
acure. It is usually easy to stop a recurrent 
attack in ulcer, to relieve pain, check vomiting 
and make the patient comfortable within a short 
time, usually in a few days. Our difficulties 
begin when the patient is symptom free, and it 
is more difficult to carry out the regimen and 
impose some restrictions. - At first the patient 
is anxious, perhaps frightened, when the diag- 
nosis of ulcer is made, and is very willing to 
co-operates later the fear of the disease wears 
off when he finds himself promptly relieved and 
feeling entirely well. Both patient and doctor 
may get too lax, the diet is increased too rapid- 
ly, tobacco may be abused, the patient is too 
active physically, he gets tired, a little infection 
may appear in the fall or spring and we have a 
recurrence of the ulcer. 

This sort of thing is the bane of medical 
treatment, which should be well ordered and 
progressive, like that of diabetes. A foolish 
diabetic does not keep well, neither does a fool- 
ish uleer patient; we may go a step further and 
say to the doctor, that an uleer which is foolish- 
ly treated does not get well. The symptom free 


ulcer patient is like the sugar free diabetic, he 
is in a happy condition, which must be contin- 
ued even at some sacrifice. 

The treatment is not really irksome, the re- 
strictions are mild compared to those in dia- 
betes, but they must be followed to get a per- 
manent cure. 

Almost any doctor can stop an attack; it is 
what we do in remissions which count the most, 
—in educating the patient, in rooting out infee- 
tions and preventing recurrence. We ought to 
explain to the patient at the start the importance 
and chronic nature of the disease, the tendency 
to recurrence, the necessity of an occasional re- 
port, and the duration of some supervision for 
at least two years. Much medical treatment 
still lacks a logieal plan and is not systematic 
and thorough enough to get good results. If we 
recognize our short-comings, we can soon end 
them. 


FOLLOW-UP SYSTEM 


_A good follow-up system is vital in ulcer, 
just as in diabetes. It means work, but it is 
the only way to get results. We need occasional 
office reports, occasional examination of the 
stools for blood, occasional later examinations of 
the stomach with the X-ray, especially in gastric 
ulcer. It is never fair to let the patient shift 
for himself and try his luck on the wrong food. 

A late follow-up of these patients for two or 
three, or five years is also of great value in get- 
ting real end results of treatment, which are 
often neglected. I am somewhat suspicious of 
some of the medical statistics of ‘‘eures’’; I 
feel like asking how long the eases have been 
followed. The figures for so-called ‘‘cures’”’ 
are decidedly higher in the first year or two 
after treatment is begun, than in three to five 
years or more; often ten or fifteen percent must 
be taken off the early high figures of the pa- 
tients who are well, and the seventy to seventy- 
five percent may be reduced to sixty percent, or 
between fifty and sixty percent at the end of 
three to five years, as in our own experience. 


OVERLAPPING OF MEDICAL AND SURGICAL 
TREATMENT 


There are cases which are best treated medi- 
cally, and others best treated surgically, but 
there are some which may be treated in either 
way. The treatment sometimes depends on the 
clinie to which the patient goes. The patient 
with moderate grade spastie pylorie obstruction 
eoing to Sippy’s elinie some years ago would 
have undoubtedly had medical treatment, the 
same patient going to a surgieal elinie would 
undoubtedly have had a gastro-enterostomy. 

It is unwise to have medical and surgical 
j treatment overlap too much. It is unwise for 
the physician to keep eases of pyloric obstrue- 
tion too long on medical treatment in the hope 
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that pyloric spasm will entirely disappear. It 
is unwise for the young surgeon to operate upon 
many uncomplicated duodenal ulcers in young 
persons with long remissions, who could easily 
be cured by medical means. The patient has a 
right to expect the kind of prompt and efficient 
treatment which is simplest and will suit him 
best. The doctor does not always make the 
decision. - There are illogical reactions to opera- 
tion on the patient’s part. We have the bleed- 
ing or very obstructing ulcer who refuses oper- 
_ation, and the very neurotic uncomplicated case 
who ‘‘would like to try a gastro-enterostomy’”’. 


TREATMENT OF HEMORRHAGE AND OBSTRUCTION 


We all agree that medical treatment of the 
first gross hemorrhage in ulcer is much the 
safest and best. Nine cases out of ten recover 
from acute hemorrhage even if large. We all 
agree that patients who have recurrent hemor- 
rhages under careful medical treatment need 
surgery, preferably excision. Transfusion of 
blood has made the operation in such cases far 
safer than in the past. 

An occasional seriotis dilemma is probably un- 
avoidable even with early surgical consultation. 
Operation may be delayed in the hope of get- 
ting the patient in better condition and another 


hemorrhage may cause death either before or]. 


after the operation is done. 

The details of medical treatment are the old 
fashioned ones,—absolute rest, opium, rectal 
feeding for a day or two with the important ad- 
dition of transfusion of blood. We do not use 
epagulants, such as rabbit serum, preparations 


of fibrin ferment or platelets, etc., because these. 


coagulants are not only abundant in the blood 
after acute hemorrhage, but usually increased 
in amount. 

Pylorie obstruction is due in one-tenth of the 
cases to organic tissue narrowing, in nine- 
tenths to spasm; the latter is practically as bad 
as the first provided the spasm cannot be over- 
eome and the obstruction removed. Such cases 
are especially important and deserve careful 
hospital management; unless six hour residues 
disappear in a few weeks, surgical treatment is 
usually best. We owe it to our patients to get 
them well in the easiest and safest way, and not 
carry medical treatment too far. 

We do not use evening or night intubation to 
remove food residues or excessive acid secretion, 
as suggested by Sippy. If pyloric spasm does 
not relax on a bland diet. frequent feedings, rest 
in bed, alkalies and atropin without intubation, 
and the stomach does not empty itself normally 
in two to three weeks, we usually advise gastro- 
enterostomy, because the chance of recurrence 
under further medical treatment is large on ac- 
eount of the strong tendency to pylorie spasm 
and obstruction. 

There are some patients, however. whose re- 
eovery from obstruction is slower, but still sat- 


isfactory. They have few symptoms, and may 
refuse operation and leave the hospital With 
30 or 40% six hour residues. Such patients 
are always a source of anxiety, but quite often 
the spastic obstruction slowly, but completely 
disappears within one or two months, and the 
patients remain entirely well for long periods, 


RESULTS OF MEDICAL TREATMENT 


Does the patient ever get well under medical 
treatment, or is he wasting his time and money? 
We feel sure he often does get well, because we 
have made a very persistent follow-up, and 
know nearly all our late results. These are given 
in the following table for 206 ulcer eases in 
private practice, 152 duodenal and 54 gastrie 
uleers followed for three to five years or more. 
We have every reason to believe that 90 to 95 
percent, at least, were actual ulcers (doubtful 
cases and short follow-ups were excluded). 


Duodenal Gastric 


ulcer ulcer 

Well 5 { 
Better a x" 
No better 4 a 
Immediate operation 2 14 
Later operation (after medical 

treatment) 16 28 
Died (under medical treatment) 0 4 


If our percent of well cases under medical 
treatment, 57% duodenal ulcer, and 30% gas- 
tric, seems moderate in comparison with some 
other medical figures, remember that the pa- 
tients have been followed for three to five years, 
and that figures showing apparent cure will be 
10 to 15% higher at the end of only six months 
to one year, because some of these cases recur 
later. 

Tf these figures seem high to some surgeons, 
remember that the cases include many of the 
earlier, milder type of ulcer, and that painstak- 
ing care has been taken in the medical treat- 
ment in periods of remission, in the education of 
the patient as in diabetes. 

Some cases listed as better, but not well, 
would no doubt be better still with an operation, 
but the patient often refuses if he is almost well 
or the intermissions are long. You will see that 
18% of duodenal ulcers in all were operated, 
and more than twice as many gastric ulcers, 
namely 42%. 

There were no deaths among our duodenal 
ulcers under medical treatment. The two cases 
(4%) of gastric ulcer died, one of cancer devel- 
oping in a large inoperable ulcer in an elderly 
man with a bad heart, and one of a complicat- 
ing diverticulitis of the sigmoid. 


In looking over statistics we must always 
note what group is studied, whether a selected 
severe group sent tv a great surgical clinic, or 
an average or milder group sent to a medical 
man in hope of medical relief. 








Our medical statistics give a general impres- 
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FIG. 1. Medium sized gastric ulcer on the lesser curvature 
at the beginning of medical treatment. 














FIG. 2. Five days later: slight change; ulcer a little flatter, 
crater less deep. 











FIG. 3. One month later: 











marked change; ulcer deformity 


almost gone, a trace of the crater remains. 

















FIG. 4. Six months later: 
patient well for five months. 


ulcer deformity entirely gone: 
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sion, but not mathematical accuracy, because 
atients occasionally change from one group to 
another, and while averages are interesting, the 
osis of the individual case may be differ- 


yrogn 
; ther above or below the average. 
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MEDICAL TREATMENT OF GASTRIC ULCER 


We started with a healthy fear of the possibil- 
ities of cancer, but were encouraged by the 
present opportunities to see what is happening 
to the uleer by means of the X-ray and by the 
rapid disappearance of many gastric ulcers un- 
der medical treatment in four to six weeks, and 
by finding that cancer developing on our gastric 
uleers was a rarity, only one case in the series, 
approximately 2%. This case was a very large 
lesser curvature ulcer in an elderly physician 
with a bad heart, which was recognized at once 
as a dangerous ulcer on account of its size, but 
was considered inoperable by both patient and 
surgeon, and was not controlled by medical 
treatment. 

We began our medical treatment of gastric 
ulcer with private patients where the surgeon 
hesitates, such as young persons, old ladies, high 
lesser curvature cases and gradually extended 
it to some others, especially small lesser curva- 
tures ulcers. 

Any physician who attempts medical treat- 
ment of gastric ulcer must do it with his eyes 
open and with a due sense of responsibility and 
a willingness to follow his ease with painstaking 
care by means of X-ray examination, blood 
tests, test of the emptying of the stomach, etc., 
which are easily arranged in a hospital. If this 
is done, medical treatment is reasonable and 
safe, favorable eases are continued on medical 
treatment, and unfavorable ones are promptly 
weeded out and referred to a surgeon. 

We have had no serious mistakes under this 
scheme, no serious eemplications, no unexpected 
cancer developing on our ulcers under contin- 
ued medical treatment. 

The life history of gastrie uleers under med- 
ical treatment is very interesting. We often see 
a rapid disappearance of the ulcer deformity in 
one or two months. This is readily shown by 
the X-ray in lesser curvatures ulcers, and has 
been verified by operation, where this has been 
occasionally done after a few weeks of medical 
treatment. In gross appearance we might even 
compare the active ulcer to a boil with much 
irritation and infection, with much round cell 
infiltration and swelling. In a month or two 
we find the swelling all gone, the crater filled 
up, the uleer flat and little but sear tissue left 
(see Figures 1 to 4). 

The medical treatment of gastric ulcer is less 
favorable in hospital patients, as they are often 
less intelligent, have less contact with the phy- 
sician and are less controlled after leaving the 





hospital wards, and we are less able 


to follow 
them for a long period. 


THE ULCER-CANCER QUESTION 


The possible development of cancer on the 
base or border of a chronic gastric ulcer has an 
important bearing on the treatment, and is a 
difficult subject to discuss because there has 


been so little agreement among pathologists 


about it. We will quote only a few typical fig- 
ures which vary from 71% McCarthy, 21% 
Finsterer to 5% Ewing with many other path- 
ologists near the lower figures (Aschoff rare, 
Crile probably less than 5%, etc.). 

Each man is impressed by his own experience 
and that in his own locality. In our series there 
were only 2%. At the Peter Bent Brigham 
Hospital in Boston they record 444% in 201 
cases. At the Massachusetts General Hospital 
Dr. J. H. Wright, the pathologist, says, ‘‘Can- 
cer developing on chronic ulcer of the stomach 
is very rare, that is cancer found in only one 
portion of a chronic ulcer. I have seen only a 
few, perhaps three or four cases in my life.’’ 


Dr. F. B. Mallory the pathologist at the Bos- 
ton City Hospital says, ‘‘We have ulcerating 
cancers, ‘but I have never seen a cancer origin- 
ating in peptic ulcer, that is a chronic ulcer 
with cancer nests in the border or base.’’ 

A number of excellent clinicians who have 
treated many cases of ulcer of the stomach are 
not sure that a single case treated in their elin- 
ics has later developed cancer, and others a pos- 
sible 1 to 5%. Einhorn, Rehfuss, Smithies, 
Soper, Friedenwald, Alvarez, Richard Cabot, 
Harlow Brooks place the figures variously at 
0 to 1 or 2 or 5%. These reports of cases hav- 
ing prolonged medical treatment would be just 
the ones to show cancer development if such a 
change occurred. If there was 70% of cancers 
lurking in the background we should be 
swamped with them. 

The willingness of the surgeon to do a gastro- 
enterostomy in gastrie uleer throws light on his 
opinion of the importance and frequency of 
cancer development. Gastro-enterostomy with 
its lower mortality was the operation done in 
nearly one-half our gastric ulcer series without 
later development of a single cancer as far as 
we know. 

One is left with the impression that nearly 
all cancers supposed to develop from chronic 
ulcer have been malignant from the start. 

There is no doubt that a majority of gastric 
uleers are best treated surgically, 42% were 
operated in our group and an additional 24% 
are not well. There is also no doubt that a con- 
siderable number, 30% in our series, get a satis- 
factory result from medical treatment without 
taking undue risk. It certainly is not necessary 
to treat gastric ulcers with the idea that a large 
number will turn to cancer, for if this is done 
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the cases lost at operation might easily be great-| quent feedings, better care in remissions, better 
er than the cases lost by cancer. education of the patient and a better follow-up 
Finally system. 

The way to improve our results in ulcer is A combined medical and surgical routine is 
by earlier diagnosis. These long histories of| the only logical one, medical for the majority 
five to ten years’ duration are a reproach. We} group of younger, milder uncomplicated eases 
should give our patients earlier and better} surgical for the minority of chronic, serious re 
treatment. If medical will not do, then sur-| sistant cases. The value of surgery is not in 
gical. Better medical treatment does not mean | treating the whole group, but in curing so many 
a new diet or new drugs, but insistence on fre-' difficult cases. 
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BY CHARLES H. M 


Ir is a pleasure indeed to hear a symposium on 
a worthy medical topic. Many medical men 
are so obsessed with some particular subject that 
it not only makes trouble for themselves but 
more often trouble for others. It is fortunate 
that such men seldom reach sufficient eminence 
to participate in such a symposium as the one 
we have just heard. It is especially interesting 
as each speaker knows whereof he speaks by rea- 
son of knowledge gained by observation, reading, 
and personal experience: that best of all teach- 
ers. Such a presentation brings together the 
whole of the subject from several angles and 
varying viewpoints, making a rounded whole. 
Peptic ulcer is an entity and full of interest 
when discussed from the standpoints of inci- 
dence, cause, diagnosis, and pathology, as well 
as the results of the various methods of treat- 
ment, medical and surgical. Ulcers of the stom- 
ach can be produced in animals by Rosenow’s 
method of intravenous injection of large quan- 
tities of bacteria which have been cultivated 
from ulcers excised in an active condition from 
the stomach or duodenum of man at operation. 
By this method 70 per cent or more of the ani- 
mals developed ulcers in the stomach and duod- 
enum, but they tended to heal, the animals not 
being in a condition to maintain the disease. 
Chronicity can be developed in some animals by 
creating a chronic focus of infection which will 
continue to deliver the bacteria into the cireula- 
tion from time to time, and both impairs the 
health and maintains the ulcer. Such treatment 
changes the soil, so to speak, and maintains the 
change. 


ment of uleer have been brought to lieht by the | © 
work of Mann and his associates. Thev have | 


shown, by 
and pancreatic ducts into the terminal ileum, 
that uleer will develop in the duodenum just be- 


yond the pylorus in a small percentage of experi- | , 
In another series of experiments they | , 
have sectioned the pylorus and closed the prox- | 
imal end of the duodenum; sectioned the jeju- | 
num and anastomosed the distal end to the], 


ments. 
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pylorus and drained the proximal end into the 
ileum. Following this operation gastrojejunal 
ulcer develops in practically 100 per cent of 
experiments. In a small percentage of instances 
bacteria have been found when cultured by 
Rosenow’s method and when these cultures were 
injected intravenously into animals, acute ulcers 
of the stomach or duodenum have sometimes 
been prouuced. 


From such information concerning the devel- 
opment of ulcer as we now have, we must con- 
sider the condition of the individual (the soil), 
that the loeal condition is possibly created by 
spasm set up by the sympathetic nervous system 
acting on muscles and vessels, and that the bae- 
teria (the seed) are probably not extraordinary 
and rare but are common organisms to which all 
are exposed. The gastric tissues are vulnerable 
to the attack of the bacteria under certain con- 
ditions: such conditions being those that would 
predispose to stasis of circulation in small areas 
of capillaries in the mucosa. The stomach is 
subject to the highest acidity in the body and 
presents the greatest soil for cancer. We have 
long looked for the cause of cancer. Several 
contributing causes are probably associated. 
Chronie irritation has been generally accepted 
as one of the eauses leading to localization and 
it is quite possible that cancer may yet be classi- 
fied as a bacterially produced disease. Mace- 
| Carty of the clinie is often quoted as stating 


that 


that in 70 per cent of cases cancer of the stom- 





}ach is caused by uleer. Again he is quoted as 
[saving that 70 per cent of ulcers produce can- 
|cer. + Ife said neither, but stated some years ago 
that he had found that 70 per eent of the large 
gastric ulcers 3 em. or more in diameter showed 
|in the specimen examined cancer in some part 
}o! the margin of the uleer. Clinically about 


ur ulcers occur in the first portion of the duo- 
num to one in.the stomach; necropsy shows 
he proportion to be higher. I think surgeons 
ave found that one uleer in the stomach ocea- 
sions as much worry as four in the duodenum. 
denum is an alkaline field of tissue ex- 
each bolus of acid chyme as it 
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leaves the stomach is held between the pylorus 
and the contracted circular fibers of the duode- 
num at the area of the opening of the common 
duct. When the acids are approximately neu- 
tralized, this material for intestinal digestion 
is suddenly sprayed almost the whole length of 
the duodenum and the next bolus enters this 
area. Only by this distention of the first por- 
tion of the duodenum is it possible for the 
radiologist to picture with the screen the de- 
formity of the duodenal cap which is seen with 
duodenal ulcer. To secure the full benefit of 
the roentgen ray, the screen is essential since 
uleers are often so situated as not to show ex- 
cept with the screen. 

The late Doctor Sippy devised a treatment 
for uleer and impressed his method upon the 
profession, and justifiably, so that it was called 
the Sippy treatment. It consists, as you know, 
of special and frequent feedings of foods like 
milk with cream to provide an excess of fat and 
is given alternately with alkalis to counteract 
the acidity. It is a good treatment and there- 
fore with people of means who can live up to the 
requirements of such care it no doubt results in 
eure in a fairly good percentage of cases. Some 
eases, however, relapse. Well-to-do patients can 
better care for a chronic ulcer by medical means 
than the poor. If the Sippy treatment gives 
relief a skillful surgical operation should ac- 
complish the same result, alkalizing the stomach 
with the patient’s alkalis, and overcoming the 
spasm of the pylorus. So far as the surgeon is 
concerned, patients do not consult him in the 
early stage of their disease and in fact he is 
not consulted by the medical men in the early 
stage unless the ulcer is perforating or is caus- 
ing severe hemorrhage. Inasmuch as the sur- 
geon does not see the simple cases of ulcer early. 
or in other words until after a failure, or re- 
peated medical failures, he formerly assumed 
that all medical treatment failed or that im- 
provement was but temporary and surgical 
treatment would be ultimately necessary. Now 
he sees that he could make no estimate of the 
percentage of medical cures as he did not see 
the successful eases. . While those who have 
achylia may complain of the stomach, the pylor- 
us is always’open, and gastro-enterostomy is not 
indicated; they should be given acids if the 
stomach gives trouble. Rarely a patient with 
achylia may have uleer; such ulcers are trophic 
like those of the foot and should be excised. 
Fortunately few ulcers perforate and in still 
fewer death follows perforation. In about 25 
per cent of ulcers there is some sort of history 
of hemorrhage; in one-third of these only is the 
hemorrhage serious and in such eases the pa- 
tient is worse in an attack and almost complete- 
ly well between attacks, thus differing from 
many of the other 75 per cent of eases in which 
no hemorrhage occurs. In such a hemorrhagic 
case there may be sudden hemorrhage at long 





intervals of years after gastro-enterostomy ; the 
patient recovers quickly and is quite well after 
the attack. Under medical treatment these pa- 
tients also are better between attacks than those 
who do not suffer hemorrhage. Those medical 
men and surgeons who work at hospitals where 
necropsy is obtained in a high percentage of 
eases are surprised to note that chronic ulcers of 
the stomach and duodenum have existed not in- 
frequently without symptoms, and that many 
penetrating and now healed ulcers are found 
without symptoms or any stomach complaint 
ever having been elicited from the patient or 
later from the family. It is probable that a 
great variation of sensitiveness of the gastric 
mucosa occurs and that hyposensitive as well as 
hypersensitive areas may exist in the stomach. 
Many medical men fear cancer only in the sur- 
face areas of the body subject to irritation, like 
the mouth or the genital tract. It should be 
appreciated that in some cases of mixed symp- 
toms of disease of the stomach, gallbladder or 
appendix exploration should be carried out 
earlier. When new marginal ulcer follows gas- 
tro-enterostomy operation should be performed 
early to prevent a possible gastrojejunocolic fis- 
tula. Although it must be admitted that some 
marginal ulcers occasion little discomfort, they 
are an unfortunate sequela of gastro-enteros- 
tomy. If a surgeon has a high percentage of 
them following his operation I should say that 
his method or technic was wrong, not the prin- 
ciple of operation. We are now finding that 
marginal ulcers can occur after operation by 
the Polya method. It is almost a misfortune 
that the public have accentuated the apparent 
disagreement between the internist and the sur- 
geon concerning the treatment of ulcer. For 
the good of the patient there should be harmony 
of consultation, discussion and decision as to 
method of treatment, and for the best interest 
of the patient the surgeon should give way to 
the internist in the matter of diet and after- 
eare. Certainly gastrojejunal ulcer is seldom 
relieved by medical care and the surgeon should 
reassume control. Patients with ulcer not ben- 
efited by medical care within a reasonable time 
are best operated on and there should be little 
difference of opinion on this point. It is cer- 
tain that disease of the appendix and gallblad- 
der, and ulcer often occur in the same patient 
who eares little as to the cause of his trouble if 
he may but be relieved, and he should be. 
The early work of the great surgeons who 
developed surgery of the stomach reads like a 
romance with a higher mortality. Until Bill- 
roth’s time many persons with benign obstrue- 
tion of the pylorus from uleer or benign tumors 
in this revion eaused from inflammatory uleer 
died slowly and with great suffering, from star- 
vation. Billroth and the great surgeons of sev- 
eral countries saw that cancer of the stomach 
was a common oceurrenee and could not then 
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well be remedied, but that there were others 
who have a history of gastric trouble which was 
probably that of ulcer extending over many 
years with gradual increasing obstruction and 
starvation. These persons lived longer than the 
approximate duration of life of patients with 
eancer of the stomach, and they relieved them- 
selves by vomiting or by washing the stomach 
through a tube. In 1881 and 1882, a pre-anti- 
septic period, Billroth developed his No. 1 oper- 
ation, excising the pylorus and a part of the 
stomach, reducing the open end of the stomach 
by suture until it fitted again the open duode- 
num to which it was attached by suture. The 
operation was a brilliant one but in these starved 
persons of low resistance the mortality from 
peritonitis and leakage of the suture line was 
70 per cent. Nicoladini had recommended and 
planned gastro-enterostomy and Billroth devel- 
oped his No. 2 operation, completely closing the 
end of the stomach and the duodenum and mak- 
ing a posterior gastro-enteriec anastomosis. In 
this he was followed by Hartmann and Mikuliez 
and many other surgeons, while Kocher at- 
tached the end of the duodenum to a new open- 
ing on the posterior wall of the stomach. Now 
the anterior operation of gastro-enterostomy 
was developed, by suture, by the Connel decal- 
ecified bone-plates, by the Murphy button and 
the Mayo Robson bone bobbin. Loretta and 
Hahn practiced and recommended divulsion of 
the pylorus by stretching; this had little suc- 
eess and had no following. Heincke and Mikul- 
iez made a division of the pylorus from stomach 
to bowel, spread apart the opening and sewed 
it transversely. This was the first pyloroplasty. 
The tissue was inflammatory and leaked or 
failed to accomplish the permanent enlargement 
of the opening. Rammstedt developed the di- 
vision of the pyloric muscle which is still the 
operation of choice, and the most successful, for 
pylorie stenosis in infants. Finney developed 
his pyloroplasty in 1892, reporting five cases. 
For the treatment of ulcer and obstruction the 
posterior operations were given a place of choice, 
first the long loop which later was associated 
with entero-enterostomy; still later came the 
Y operation of Roux; gradually the posterior 
no-loop operation was evolved, no change being 
made in the position of the upper jejunum as 
found. This is the common operation of today. 
Almost every step that has been made in the 
technic has been brought about by troubles in- 
cident to method. The sutures were of silk, then 
linen, then Pagenstecker and finally chromic 
eatgut was found to hold the tissues long 
enough for healing. Deaths oeeurred from ob- 
struction to loops of small bowel passing through 
the opening in the transverse mesocolon through 
which the stomach was attached to the bowel: 
or the stomach drew up a loop of the jejunum 
through this opening. This led to suture of the 





mesenteric opening to the stomach.. Gastro- 


ar! 
jejunal ulcers, called marginal uleers, occurred: 
they were practically always associated with the 
margin of the stoma and extended into the 
stomach or into the bowel. They probably o¢ 
curred twice as often when permanent sutures 
were used which of necessity cut their way into 
the lumen in the opening where they often re. 
mained attached for long periods, without 
trouble eXcept rarely. They now occur in ap. 
proximately 2 per cent of all cases of gastro. 
jejunostomy, being more apt to occur in those 
eases which present high gastric acidity. Cer. 
tain methods may greatly increase their occur. 
rence. Various plastic procedures at the py- 
lorus have been elaborated. In some a large 
flap is turned outward, thus differing from the 
small Finney flap which is turned inward. Ex. 
cision of uleers of the duodenum or stomach or 
their destruction by eautery (the Balfour meth- 
od) was practised with or without gastro-enter. 
ostomy. The Rodman pyloric excision was an 
early procedure. The Haberer operation was 
performed by dividing at the pylorus, closing 
the end of the duodenum and attaching the 
pvlorie end of the stomach to a new opening in 
the anterior wall of the duodenum. In the 
Shoemaker operation .one-third or one-half of 
the lower part of the stomach was resected, the 
shape of the stomach being maintained and its 
lower end again united to the duodenum or 
anastomosis carried out according to the Polya 
method. The Polya operation was quite popu- 
ular; the lower one-third or one-half of the 
stomach is resected, the duodenum closed and 
the end of the stomach united with the jejunum 
through the transverse mesocolon. In resections 
for cancer an anastomosis is more often made 
anterior to the transverse colon (the Balfour 
method) and this is also necessary in some cases 
in which the transverse mesocolon is too short 
to permit of the anastomosis posteriorly. Al- 
though applicable to cancer these methods are 
now recommended by some for the treatment of 
simple uleer either gastrie or duodenal. Devine 
of Australia divides the pyloric end of the stom- 
ach about 4 em. above the pylorus after gastro- 
jejunostomy, foreing all the food to pass 
through the new opening. Probably gastro- 
jejunal uleers oceur less often under such con- 
ditions than they do in eases of true duodenal 
ulcer when the pylorus is left open. Gastro- 
jejunal ulcers are rarely so extensive that by 
contact and ulceration they penetrate the colon; 
once formed, the opening into the colon is as 
large as the gastro-enterostomy, .a very serious 
condition, of which we have seen over twenty 
eases at the clinic. Most of the writings of 
surgeons for the last several years have been 
favorable as to the results of gastrojejunostomy 
for ulcer of the duodenum. The Polya resec- 
ion of the stomach for duodenal ulcer, of which 
the warmest advocates are Finnester in Europe 
and Berg in this country, seems too extensive 
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for the average case of duodenal ulcer. That so 
many surgeons in this country have taken to re- 
section of the stomach for the relief of duodenal 
uleer regardless of whether the gastric acidity 
was low, medium or high, or the uleer symptoms 
simple or serious, indicates that the after-re- 
sults of operation have not been as favorable as 
their writings would indicate. Such resection, 
while probably justified in many cases of uleer 
of the stomach, seems a severe procedure for the 
ordinary ulcer of the duodenum, especially 
since there has not been opportunity for it to 
stand the test of time. In the clinic Balfour in- 
vestigated the results of 1000 cases of duodenal 
uleer taken as they occur, all having been treat- 
ed surgically more than ten years before. He 
showed that in 90 per cent of them the results 
were good, that all of the troubles, including 
vastrojejunal uleer, adhesions, complications of 
all sorts, came in the remaining 10 per cent, and 
that in 4 of these the results were also fairly 
satisfactory. On the basis of such a report we 
felt that we could not justify the extensive re- 
section of the normal stomach to cure smal] ul- 
cers of the duodenum, and that such operations 
should be justified by some special condition of 
the patient, the condition of the ulcer, the py- 
lorus, or the condition of the stomach, and were 
often advisable in gastric ulcer. Most of the 
gastrojejunal uleers may not appear for two or 
three years. The great majority of gastric re- 
sections have been made the last two years. 
Several such ulcers have been reported after 
the more extensive resections and I know of 
some not reported. At the clinie we have had 
two such eases occur this year in the Polya oper- 
ation with removal of the lower half of the 
stomach made a few years ago. 


DIscussIOoNn 


Dr. WALTER Bastepo: Ladies and Gentle- 
men—Thanking the Society for the privelege of 
having the floor this afternoon, I would e¢all 
your attention to the fact that from the papers 
read we might go away with the thought that 
if a medical cure for ulcer is a failure then we 
can surely obtain a cure by surgery. But the 
speakers did not intend to give us that thought 
When medical cure or medical treatment is a 
failure we resort to surgery with great hope, but 
we know well that a number of the eases that 
are operated upon are also going to be failures 
Next, what are we going to do with an ulcer ease 
that comes to the office tomorrow morning? Are 
we going to decide right away whether it is 
medieal or surgical? Dr. Crohn has given 2 
preliminary three weeks medical treatment to 
many of the cases operated on subsequently by 
Dr. Berg*, and has reported that in the tissue 
removed by Dr. Berg as little as three weeks 
after the beginning of medical treatment, ir 
eases coming to the hospital for hemorrhage or 


*Dr. Berg’s paper has not been submitted for publication, 





other severe symptoms, a number of the ulcers 
were totally healed. That is one thing we are 
learning from Dr. Berg’s operations, which 
give us fresh material, right in the active condi- 
tion. All ulcers do not heal under medical treat- 
ment, but some do and have. Furthermore, 
medical treatment does put the patient as a 
rule in a better condition for operation than he 
was in before. Therefore, in the ordinary ulcer 
case, it is fair to treat the patient medically for 
a reasonable period. As Dr. Lahey said, if it 
is a surgical case it will soon show that it is a 
surgical case. It doesn’t take long to find that 
medical treatment is not successful, for if the 
medical treatment is successful it is very soon 
successful and the patient becomes symptomless. 
This state is not necessarily a state of complete 
healing, but it indicates a remission of the 
symptoms, and at the outset it is this remission 
that we try to obtain, just as we try to obtain a 
remission in treating pernicious anemia. Then 
we must endeavor to make the remission per- 
manent. In choosing between surgery and 
medicine, we must consider two factors, mortal- 
ity and morbidity. The mortality Dr. Berg re- 
ported in his first 150 cases—Dr. Berg is a sur- 
geon of excellent technique—was about 9%. Dr. 
Peck, who is also a New York surgeon of keen 
technique, one that I admire very much indeed, 
in 228 eases of gastroenterostomy for duodenal 
uleer had 19 deaths, 8.3%. Are you surgeons 
going to tell your patients when they come in 
and you say operate, that they stand nine 
chances out of a hundred of dying anyway? 
Who wouldn’t rather bear an ulcer for a while 
longer than take such a risk when they know 
about it. 

The chances of medical success are not so good 
in ward eases as in private patients. At the 
Mayo Clinie the patients are largely of the lat- 
ter type—at least they must have enough money 
to travel to the elinie and enough to get home 
again. The Mayo statistics show low mortality 
and low morbidity. But if we are considering 
operations done through the country at large 
we must offer patients a mortality of 8 or 9% 
at least. In the hands of many surgeons the 
mortality is higher than that. I think that the 
consensus of opinion among surgeons as well as 
among medical men, as we have heard this af- 
ternoon, is that medical treatment has great pos- 
sibilities in the ordinary ulcer case. I am speak- 
ing of ordinary ulcers and not eases that are 
obviously surgical at the outset. Then if we 
find in two weeks or in three weeks that the pa- 
tient is not practically symptom free, it doesn’t 
matter what the stomach shows in the form of 
acidity, we should have the patient operated 
upon or at least seriously considered from the 
operative point of view. But then we should 
not tell the patient that operation will cure 
him because we know that besides the mortality 
from the operation there is considerable mor- 
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bidity following operation, a morbidity that in 
some instances lasts through life. If we make 
a médical failure we can at least have surgery ; 
if we make a surgical failure, many times we 
can’t undo it. It is a failure for all time. I 
should say about 50% of ulcers taken by and 
large, ward and private patients, require sur- 
gical treatment and about 50% medical. 

Just one word more, that is about the cancer 
question. At one time a number of surgeons 
claimed that surgery is necessary to forestall a 
future development of cancer. Yet there is no 
evidence whatever that an ulcer healed and 
cured under medical treatment is more likely to 
develop cancer than an ulcer healed and cured 
under surgical treatment. Next, concerning those 
ulcers which are cancerous when they are oper- 
ated upon yet are believed by the surgeon at 
the operating table to be simple ulcers. These 
are cancers in an early clinical stage. Of the 
large gastric ulcers resected by the surgeon, the 
pathologists report that 11, 15, 18% are can- 
cerous. So we might argue that all gastric 
uleers should be surgical on the ground that a 
great many of the type that are resected, 10 or 
15%, are really cancerous when the surgeon 
operates. We might feel that if 100% of gastric 
ulcer cases have resection we will not have any 
subsequent cancer development. But Balfour at 
the Mayo Clinic showed that a great many of 
the cases that were operated upon and taken to 
be ulcer cases in the operating room subsequent- 
ly died of cancer; and he particularly, points 
out that this took place just as frequently 
among those that had a partial gastrectomy as 
among those who merely had the ulcer excised 
by the knife or cautery. How many cases with 
eancer of the stomach taken out at that early 
stage or at a later stage are living five years 
after the operation? Would they die of cancer 
if a radical operation were done as in a breast 
case, where always the whole gland, the muscle 
and the lymph-nodes are cleanly dissected out? 
Kiven then the breast case dies very often of 
eanecer. The cancer of the stomach case nearly 
always dies of a cancer regardless of operation. 
Therefore if all gastric uleer cases are turned 
over to the surgeons, the mortality from the 
ulcer operations will greatly exceed the number 
of cases that are saved from a cancer death. 
That’s all I have to say. 


Dr. Sara M. Jorpan of Boston: The subject 
of gastric duodenal ulcer has been treated so 
admirably and completely this afternoon that 
I hope T may be pardoned if I reiterate some 
of the opinions which have already been ex- 
pressed: It seems clear that we still need light 
on the subject of the basic pathology of gastro- 
duodenal ulcer with its tendeney to recurrence, 
in spite of healing or excision. Some of us hope 
that further light may come from biochemistry. 





In the meantime, however, we are still confront. 
ed with the necessity for treating the ulcer ag a 
lesion per se and healing it medically or surgi- 
cally by gastro-enterostomy or excising it alone 
or excising the acid-generating or acid-stimy. 
lating area of the stomach. Most of us are 
agreed that free hydro-chlorie acid plays an im. 
portant corrosive role in the formation of ulcer, 
and the Sippy management with its attempt to 
completely neutralize the free hydro-chlorie 
acid is based on that theory. In the Lahey Clin. 
ic where this form of medical treatment has been 
adopted, about 60% of those cases which have 
been treated in the past 214 years had previous- 
ly been treated with a more or less promiscuous 
and unsystematie treatment with alkalies. With 
a more painstaking and more accurate neutraliz- 
ation up to 90% of these patients were relieved 
of their symptoms. We cannot yet say they are 
permanently eured, but at least their condition 
presents a marked contrast to that before the 
heginning of systematic and accurate neutral- 
ization. The question of alkalies has often led 
to a discussion of the condition of alkalosis or 
alkalemia and we have been interested to note 
that in a series of 100 of our eases, alkalies were 
tolerated perfectly in 97 and were not tolerated 
in 3. That is, 97% of the cases have no ill ef- 
fects from the continued and excessive use of 
alkalies. We have read in the literature and 
it has been frequently remarked that renal in- 
sufficiency is one of the contra indications to 
the use of alkalies and we had always been fear- 
ful in any ease which showed insufficiency of 
the kidneys to use alkalies. I will show a chart 
which will illustrate an interesting case which 
came into our clinic. This is a man 47 years 
old, who had a perforated gastrie ulcer three 
years before his admission to the clinic. He 
presented a ventral hernia for which he wished 
surgery, and likewise gave a history of recent 
recurrent ulcer distress and wished operation 
for ulcer at the same time with the repair of his 
hernia. We found, however, on studying him 
that he had a phenolphthalein excretion of from 
zero to 8%, his non-protein nitrogen was 71, 
his urine showed a trace of albumin. We felt 
that he was not a fit subject for surgery or for 
alkali treatment and therefore put him on a 
regime of rest and dietetic treatment, which for 
several weeks was effective. He left the hos- 
pital feeling better, but returned after three 
weeks complaining of severe recurrent ulcer 
distress. We then felt there was nothing to do 
but to try alkalies. He conldn’t’ be operated 
upon. That avas the opinion of the medical men, 
because of his kidney condition. We therefore 
began the use of alkalies with him, and as at 
that time we were measuring the blood ealcium, 
ehloride and earbon dioxide content of all of our 
cases of uleer over periods of three weeks at 3 
day intervals, we also measured his during the 
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treatment with alkalies and found them to be 
about normal, We gave him alkalies up to the 

int of neutralization and noted the effect on 
the urine, on the non-protein nitrogen and 
phenolphthalein excretion, on his weight, with 
the question of edema, and also on the calcium 
chloride and carbon dioxide content of his 
blood. Found that his calcium rose very mark- 
edly, that his carbon dioxide rose at first and 
then decreased, and again rose to a point some- 
what above the original and his chlorides di- 
minished to some extent. Later observations 
showed that they stayed at about the level of 
the original observations. His non-protein ni- 
trogen decreased and his phenolphthalein exere- 
tion remained about the same. This case was 
interesting because it disproved to us that ap- 
parent renal insufficiency in this case was a con- 
tra indication for the use of alkalies. Now, 
seven months after the beginning of treatment 
he is still taking large amounts of alkalies and 
still in good condition clinically. 

We have come to the conclusion with regard 
to alkalies: First, that in the 97% of the cases 
who do not develop symptoms of alkalosis, there 
is a very slight rise in ealecium and in carbon 
dioxide content, a very slight decrease in chlo- 
ride, but no other effect upon the blood chemis- 
try; and no other symptoms which would con- 
tra indicate the use of alkalies. We feel very 
strongly that alkalies should be used up to the 
point of neutralization as determined by fre- 
quent analysis, day and night, but not used 
beyond that point, because in the three cases 
which showed symptoms from alkalosis one de- 
veloped it seven months after the beginning of 
treatment. This is contrary to previous reports 
in the literature, which seemed to indicate that 
alkalosis always developed within a week after 
the beginning of treatment. It has likewise been 
stated that alkalosis develops only in eases be- 
tween 40 and 60 years of age. One of our three 
cases was a young man of 28. 

Our conclusions in regard to alkalies are, 
therefore, that we need them to produce a tem- 
porary anacidity, thus aiding the ‘‘spontan- 
eous’’ or induced healing of ulcer and that we 
should use them up to the point of neutraliza- 
tion and not beyond. 


Dr. Henry A. Crreistran of Boston: For 
just a moment I want to direct your attention 
to an important follow-up in these eases of sub- 
total gastrectomy. As you perhaps know, the 
most common finding in pernicious anemia is 
achlorhydria. Tlow much of a part does that 
absent free hydrochloride play in the causation 
of pernicious anemia? We have theorized a 
great deal about it. The surgeons now by this 
method of treating gastrie uleer are producing 
the achlorhydria. Will or will not that induce 
pernicious anemia? It is an important experi- 
ment. It justifies careful observation to an- 





swer the question of the importance of the ab- 
sent free hydrochloric acid in the mechanism 
of pernicious anemia. Ten years will not per- 
haps answer the question, because we have much 
evidence that the achlorhydria of the primary 
anemia case exists for a long time, even if it is 
not an inborn disturbance of the individual. 
Perhaps those poorly attended to teeth that Dr. 
Mayo referred to, may be left in some of these 
patients with no free hydrochloric acid in their 
stomachs. If so, it will contribute a second fac- 
tor in our experiment, namely, the importance 
of infection in individuals who have no free 
hydrochloric acid in their stomachs in the caus- 
ation of pernicious anemia, 


Dr. Davm CHEEVER of Boston: I think this 
is one of the most illuminating discussions of a 
very important subject that we have ever lis- 
tened to and I wish to pay tribute to the co- 
operative spirit of the surgical and medical 
sroups who have participated. Such an attitude 
gives good promise for the future. I think that 
the internist and the surgeon should try to cul- 
tivate the point of view of the other so that each 
may be quite independent in forming judgment. 

More interesting points have been brought up 
for discussion than can possibly be touched on. 
I think Dr. Lahey was somewhat too emphatic 
in stating his attitude about the duty of the 
doctor to carry out prolonged and adequate 
medical treatment in ulcer before considering 
surgery. Social conditions change the situation 
very greatly. Many patients in hospital clinies, 
as we all know, are unable to carry out adequate 
medical treatment after they leave the hospital. 
Moreover it would astonish some of you, I think, 
to compute the actual money cost of the medical 
treatment recommended, that is, the extra milk, 
eream and various alkaline mixtures. There- 
fore in a considerable number of chronic ulcers 
which present: themselves in the hospital and 
which exhibit the generally accepted indications 
for operation, I believe that we are justified in 
urging surgical rather than medical treatment 
from the beginning. I also think that the mor- 
tality of surgical treatment has been stated by 
several of the speakers as a good deal higher 
than it really is and if this impression is not 
corrected many of us will go away with the idea 
that it is much higher than is actually the fact. 
I believe that T am right in saying that a long 
series of eases from the clinic of Von Haberer 
and other Continental surgeons of partial gas- 
trectomy for ulcer has shown a mortality of 4% 
and that a recent group of about 100 cases from 
Shoemacher’s elinie at the Hague gave a mortal- 
ity of only 2%. Certainly the experience of 
most surgeons with gastro-enterostomy, pyloric 
exclusion and other operations for ulcer does 
not bear out the unusually high mortality which 
has been stated here. 

Referring to the discussion about the respon- 
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sibility of chronic ulcer for the development of 
carcinoma, I believe that I had the opportunity 
to read Dr. MacCarthy’s original communica- 
tion and I did not get the impression that he 
said that 70% of ulcer cases developed carcin- 
oma, but rather that 70% of carcinoma prob- 
ably developed from large chronic ulcers, I 
agree with Dr. Connor’s statement that examin- 
ation of a large number of cases at the Brigham 
Hospital seem to show that the malignant de- 
generation of ulcer is quite rare. A point which 
has not been properly emphasized, I believe, is 
that differential diagnosis between ulcer and 
very early carcinoma may be impossible even by 
X-ray. If we do not operate on cases of gastric 
ulcer diagnosed by medical and X-ray methods 
we will certainly miss a certain number of early 
eases of carcinoma. I regret exceedingly that 
I feel that I ought to take exception to Dr. Bas- 
tedo’s suggestion that we are not likely to bene- 
fit the patient by operating early on these cases 
of suspected ulcer which prove to be carcinoma. 


Dr. BASTEDO: 
tor. 


I did not quite say that, Doce- 


Dr. Curever: It is very difficult to repeat 
from memory exactly the language that was 
used and I am trying only to give the impres- 
sion which I got from Dr. Bastedo’s. remarks 
and to do it while assuring him of my great 
respect for his opinion. We certainly all agree 
that carcinoma of the stomach cannot be cured 
by any method except operation. Balfour, as 
I recall it, after reviewing the end-results in a 
series of cases of excision of gastric ulcer was 
struck by the number of patients who had been 
discharged from the hospital relieved or cured 
only to die later of carcinoma of the stomach 
and that led him to review the pathological 
material from those excisions and he discovered, 
if I remember correctly, that in many instances 
the original block of, tissue from the supposed 
uleer actually showed on review that carcinoma 
was present. I see that Dr. Charles Mayo is 
nodding his head in affirmation. In other 
words, at the time of the original operation a 
number of cases of very early carcinoma of the 
stomach were unfortunately missed because it is 
so exceedingly difficult, if not impossible, to 
make a differential diagnosis between carcinoma 
and ulcer where the neoplasm is not very cellu- 
lar and is chiefly characterized by fibrosis and 
ulceration. We may assume that those cases 
where excision was done under the mistaken 
belief that the disease was simply ulcer, did not 
have a radical enough operation to constitute an 
adequate treatment for carcinoma. It is my 
belief that could those cases have been recognized 
as carcinoma at the first operation there would 
have been a much better opportunity for cure 
than was the case with the conservative excision 
that was presumably done. In investigating a 





considerable number of cases which have come 
under our observation the rather surprising 
fact was brought out that quite a large percent. 
age of cases of carcinoma of the stomach die 
of the disease before any invasion of the liver 
has taken place. It is common experience algo 
that metastases beyond the first group of re. 
gional glands are often late. Therefore, it is 
evident that many cases of carcinoma of the 
stomach remain local for a considerable time 
and are presumably curable at operation and 
the only possible chance that we have of effect. 
ing a cure is to attack these cases early. Car. 
cinoma of the stomach is difficult or impossible 
to diagnose early because it is so often a silent 
disease, unless it involves either the cardiac or 
pyloric orifice. Surely these facts ought to have 
considerable weight in considering the advis. 
ability of operation in ulcer of the stomach, 


Dr. CHARLES Connor of Boston: I have some 
recent statistics on the question of cancer which 
might be interesting. Ewing states 5% of can- 
cers arise from ulcers. Karsner, not more than 
10%, and from about 201 ulcers and carcinomas 
at the Peter Bent Brigham Hospital only about 
4% had rather definite evidence that they might 
have developed from cancer. These are very 
difficult to distinguish from an ulcerating can- 
cer. ; 

There was one other point: I didn’t get suff- 
cient time or didn’t take the opportunity to 
emphasize the pathological nature of wleer 
sufficiently. I think if it were studied properly, 
as Dr. Jordan has suggested, that there might 
be a reason within the ulcer itself why it 
doesn’t heal. A mass of granulation tissue, 
which is chronically inflamed, with thromboses, 
would not heal readily wherever it was located. 
Such an ulcer on the leg, for instance, would be 
very difficult to heal. If one could splint the 
stomach or treat it as it might be possible to 
treat it if it were on the external surface, even 
then such-an ulcer would heal very slowly. I 
think research along the line of pathological and 
physiological investigtion would bring us down 
to bedrock so far as the etiology is concerned. 


Dr. Frank H. Laney of Boston: I think 
that Dr. Cheever must have misunderstood me 
too, as it should be obvious that one cannot take 
a laborer off the street for three weeks if he has 
ten children to support. We have had all kinds 
of people whom we thought would be unable to 
afford medical treatment. Yet, with a little 
management and help on the part of the hos- 
pital in diminishing charges, and by making no 
charge ourselves, sometimes by getting the So- 
cial Service to help patients out with a little 
money, it has been surprising how well even 
men who work in a tailor shop all day could 
get along. 


[ don’t want to stand up here as a surgeon 
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and defend the medical point of view, but I do 
want to say that it is not right to submit gastric 
and duodenal ulcers offhand to surgery. I do 
not believe that partial gastrectomy, done on all 
eases that need it, without selection of cases, 
can have a mortality of 2%. I do not care if 

they do say they can do it in The Hague with a 

mortality of 2%. What good does that do me? 

Dr. Berg states that his mortality is 5%. He 
eannot take care of all the cases and I cannot 
do partial gastrectomy with a mortality of 5%, 
and I, at least, have to help look after the cases 
in my community. In my opinion, the radical 
operation of partial gastrectomy will, in the 
long run, show a high mortality. It makes no 
difference whether they die of pneumonia, em- 
bolism, or some other complication. They are 
dead just the same, and you cannot get around 
the fact that there is a high complication mor- 
tality in partial gastrectomy, such as pneu- 
monia, infarets, infected wound complications, 
ete., and I do not believe that I want to face 
this plus the actual operative mortality of this 
operation without having exhausted logically all 
of the possibilities of the conservative method 
of treatment, and that is why we have pursued 
our plan. 

I, furthermore, believe that it is not right to 
submit these patients to the possible mortality 
of this operation without explaining to them the 
percentage of risk. Certainly they have the 
right to understand what the risks of the va- 
rious methods are. 

We are today eritically reviewing the results 
of gastroenterostomy of the past twenty years 
standing and are viewing only the immediate 
results of partial gastrectomy. A fair compari- 
son of the two methods ean, in reality, only be 
undertaken twenty years from now if partial 
gastrectomy, as a method of treatment for duo- 
denal ulcer, is employed over that period of 
time. 

There is a wide divergence of figures re- 
garding the occurrence of gastrojejunal ulcer. 
About three years ago, if I had been asked 
whether or not I had gastrojejunal ulcers after 
my gastroenterostomies I would have answered 
in the negative, but since, many of these gastro- 
enterostomiés have returned for careful check- 
up, and I find that we do have gastrojejunal 
uleers in a high percentage of cases. 

This corresponds with the views expressed by 
Dr. Berg. He states that it is very necesary, if 
one would determine the percentage of gastro- 
jejunal uleers occurring following gastroenter- 
ostomies, that the patients be gotten back for 
careful questioning and gastroenterological ex- 
amination. 

Dr. Berg’s mortality is very low. His pa- 
tients have been cured. If he continues with 
this method over several vears he will demon- 
strate whether or not partial gastrectomy is.a 





valuable method of treatment, particularly in 
the less serious ulcers, such as duodenal ulcers. 
He will also demonstrate his mortality over a 
number of years. 

I trust that all of you will not employ partial 
gastrectomy offhand as a method of treating 
duodenal ulcer. Dr. Berg has undertaken it, 
and we should permit him to demonstrate the 
value of the method and, in my opinion, mean- 
while we should adhere to more conservative 
measures. 


Dr. FRANKLIN W. Waite of Boston: Dr. 
Lahey has so well presented the medical side of 
the situation that he has not left me much to 
say. Dr. Berg has shown that ulcers heal in an 
anacid medium. Let me eall attention to the 
fact that they also heal in an acid medium un- 
der the usual medical treatment where alkalies 
are used only at first. 

I should like to ask Dr. Berg a question about 
the percent of well cases in succeeding years 
after medical treatment, which diminished so 
rapidly in his dispensary patients at the Mount 
Sinai Hospital, starting with 67% well after 
one year, 56% after two years, 41% after three 
years, and finally only 27% after four years. I 
should like to ask if he has any corresponding 
figures in his private work which perhaps are 
better. 


Dr. C. H. Mayo: It has been most interest- 
ing and enlightening to listen to the. several, 
papers presented upon peptic ulcer. They have 
been extremely uniform and not more or less 
radical than might be anticipated from the well- 
known positions previously taken by the several 
speakers. 

It has been shown that the development of 
peptic uleer probably depends upon several 
causes: the soil, or the condition of the patient. 
circulatory stasis, local infection, foods as ana- 
phylactie stimulants to the sympathetic nervous 
system, or on disturbances of innervation; and 
a continuation of conditions in chronic ulcer 
with mechanical secondary partial obstruction. 
Some stomachs are hyposensitive and others 
hypersensitive. Acute ulcers may occur and 
heal leaving sears although there have been no 
svmptoms. Chronic ulcers of the stomach or 
bowel may continue over long periods with few 
or no symptoms. Cancer rarely or never forms 
because of duodenal ulcer but may at times 
develop upon a chronic large ulcer in the stom- 
ach. Gastro-enterostomy is a satisfactory oper- 
ation for ordinary duodenal ulcer. Complicat- 
ing or extraordinary ulcers may necessitate 
partial gastrie resection. The complications at- 
tending gastro-enterostomy are known and are 
partially avoidable as shown from the thousands 
of cases encountered during many years. Gas- 
trojejunal ulcer is known to occur as a compli- 
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cation of both gastro-enterostomy and the 
Polya resection of the stomach with anastomosis 
to the jejunum. A high percentage of gastro- 
jejunal ulcers should call for revision of technic. 
There is probably but little difference in mortal- 
ity between the two operations in the hands of 
an expert surgeon, but in those of the inex- 
perienced surgeon the death rate of resection 
would probably be considerably higher. 


x 


November 18, 199 


To make further progress a greater effort 
must ‘be made to discover individual causes of 
uleer and investigate racial causes. Greate 
cooperation between the internist and surgeon 
with selection of those for medical and those fop 
surgical treatment would not only be of great 
advantage to the patient but would aid in pre 
vention by developing the judgment of the ¢. 





workers. 
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ORIGINAL ARTICLE 


WHAT THE STATE IS DOING FOR CANCER 


BY GEORGE H. BIGELOW, M.D. 


In 1925 the State Departments of Publie 
Welfare and Public Health studied cancer in 
Massachusetts. A few of the most striking find- 
ings were that Massachusetts has the highest 
death rate of any of the States in the Union, 
the deaths totaling about 5,000 a year; that the 
average interval between first symptom and 
death is something under two years, so that 
there are between 9,000 and 10,000 cases of 
cancer living in the State at any one time; about 
30 per cent of these will need terminal hospital- 
ization for an average of about four months; 
that both the number of cases admitted to and 
the number dying in hospitals has been increas- 
ing more rapidly than the death rate but there 
is still need for something between 300 and 400 
more beds for terminal cases (since the report 
over 200 new beds for this purpose have been or 
are in the process of being made available) ; the 
average interval between first symptom and 
first visit to a doctor is eight months for the 
State as a whole, while for a selected group in 
Boston studied by Simmons and Daland it was 
4.6 months. (This would seem to warrant ex- 
tending diagnostic and therapeutic resources. ) 
The cancer rates were lower in the western part 
of the State, in the less densely populated areas, 


and among the paupers and mental disease 
groups. (No explanations of these phenomena 
were offered.) This report was printed as 


House Document 1200. 





At the following session, the Legislature 
passed Chapter 391 of the Acts of 1926, “An | 
Act to Promote the Prevention and Cure of | 
Cancer and the Extension of Resources for Its | 
Care and Treatment.’’ This directed the De- | 
partment of Public Health to do three things, | 

| 


diagnosis and treatment, and quarters for the 
application of radium. A wing will connect this 
building with the north pavilion which between 
them will have something over fifty bed patients, 
The detached south pavilion will have room for 
about thirty ambulatory patients. The cottages 
will house the staff and dining quarters for the 
ambulatory patients. Perhaps the most impor. 
tant part of the project as far as quality of ser- 
vice is concerned is the consultative staff which 
it is planned will visit regularly from Boston. 
Kivery effort will be made to admit as many 
diagnostic and therapeutic cases as_ possible, 
This will tend to keep down the death rate and 
minimize the stigma likely to attach to an in- 
stitution serving largely incurable cases. This 
type of case can be sent from the nearby clin- 
ics as they are developed. Also only patients 
not otherwise able to obtain institutional service 
will be taken. Should institutions already sat- 
isfactorily caring for incurable cancer begin 
transferring their patients, the eighty to ninety 
beds made available at Norfolk would soon be 
filled without in any way meeting the need for 
which it was meant. This hospital will open 
early in the coming year. 

Second, ‘‘To establish and organize cancer 
clinies in such parts of the Commonwealth’’ as 
may be most advantageous to the public health. 
lor this, $15,000 was appropriated for the cur- 
rent year. Since a cancer clinie demands not 
a single physician but a group of specialists in- 
cluding the surgeon and general medical man, 
the pathologist, roentgenologist, nose and throat 
man, urologist, gynecologist, ete., and since its 
needs are not limited to the four walls of the 
clinie room but demand the full resources of a 


all of which are in process of accomplishment: |! modern hospital, the Department decided to fur- 

First, to open a cancer hospital. The Nor-| ther clinies first in those communities that had 
folk State Hospital, originally built for the eae the most to offer in professional codperation and 
of alcoholic and narcotic addicts and unused for | hospital resourees. An opportunity is asked to 


some vears, was designated for this purpose and | 


$100,000 was to ‘feondition and 
equip the same.’’ The central building will eon- 
tain the operating room, X-ray equipment for 


apvropriated 


present the program to the oreanized medical, 


rofession of a given city. It is usually planned 


) 
] 
I 


| | 

F iat a few representative lay men and women be 
is 
I 


‘resent at this initial meeting since an adequate 
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or cancer will tax to the limit the social] 
as well as the medical resources of a community. 

If it seems suitable the local medical profession 

asses a vote of support to the program and 
authorizes the appointment of a local medica! 
eancer committee. This committee is respon- 
sible for determining where the clinic or clinics 
shall be held, for outlining the policies, for or- 
ganizing the staff, for supervising the quality of 
service, and for directing growth. The Depart- 
ment meets with this committee to determine 
how in this particular community it can best 
assist with its resources in personnel, supplies, 
and funds. This medical committee should also 
appoint a local lay cancer committee. The lat- 
ter committee must determine such matters as 
education of the local public in regard to avail- 
able resources and their proper utilization, and 
must face the unutterably tragic social and 
economic problems which will be uncovered, as 
well as determining the best solution of home or 
hospital eare for the incurable since many will 
not want to die in a remote institution. The 
Department has personnel and other resources 
to aid these committees of lay people, but each 
community must be sufficiently stirred to the 
need largely to meet its own problems. Too 
many sound programs have failed because of 
local indifference or antagonism. Already the 
profession in several cities has shown keen in- 
terest. Clinies will be opened as rapidly as 
sound service is assured, and additional com- 
munities will be interested. This gives a very 
practical method of reducing the eight months 
between first symptom and first medical advice 
and is the most hopeful phase of this gigantic 
problem. 

Third, to make further studies as to hospital 
resources in the State, and to formulate plans 
for extending the same and the costs thereof. 
The cancer records of eighty of the largest hos- 
pitals within the State have been reviewed to 
obtain data as to resources and their utilization. 
Also cost figures for new institutions have been 
obtained from a number of sources. A report 
on this material will be ready for the next Legis- 
lature. In this connection it is most significant 
that the medical profession of Newton has 
agreed to report their eases of cancer. So far 
as we know this will constitute the first morbid- 
ity reporting area for cancer in the world and 
should give us data of enormous medical, epi- 
demiological, social and economie significance, 
since in the past all such studies have been made 
largely from: death returns, or selected groups 
In institutions. 

Followine the passage of Chapter 391, the 
Department appointed an Advisory Cancer 
Committee of some thirty outstanding men and 
women. The Committee. met as a whole a few 
times and then the followine four subeommit- 
tees were appointed: 


service f 


Committee on Cancer Clinics: Dr. Robert B. 
Greenough, chairman; Dr. Franklin G. Balch, 
Dr. Kendall Emerson, Mr. Robert W. Kelso, Dr. 
G. Forrest Martin, Dr. James 8. Stone, and 
Dr. P. E. Truesdale. 

Committee on Cancer Hospital: Dr. Henry 
M. Pollack, chairman; Miss Ida M. Cannon, Mr. 
Richard K. Conant, Rev. George P. O’Conor, 
Dr. Stephen Rushmore, Representative 8. H. 
Wellman. 

Committee on Cancer Studies: Professor Ed- 
win B. Wilson, chairman; Dr. Edwin H. Allen, 
Representative W. J. Bell, Dr. Walter P. Bow- 
ers, Dr. Francis Geo. Curtis, Miss Gertrude W. 
Peabody, Dr. J. W. Schereschewsky, and Dr. 
E. E. Tyzzer. ~ 

Committee on Cancer Education: Mr. Robert 
W. Kelso, chairman; Mrs. Edith L. Avery, Dr. 
Franklin G. Balch, Miss Ida M. Cannon, Dr. 
Mary R. Lakeman, Rev. George P. O’Conor, 
Miss Florence M. Patterson, Dr. Shields War- 
ren. 

Here is another demonstration of the phe- 
nomenon that Massachusetts has a great fund 
of service of high quality without remuneration 
on which she may call when the need is press- 
ing. The Department contemplates asking the 
next Legislature for a substantial appropriation 
for the purchase of radium, emanations of 
which may be used at the Norfolk Hospital and 
at the various clinics as soon as persons qualified 
to administer them are available. Because of 
the highly technical problems incident to its use, 
general distribution would seem out of the ques- 
tion. 

Next to the doctors, the nurses are perhaps 
the group that can further this program most 
effectively through education in the homes as to 
the need of early and sound advice, where this 
can be obtained, and in the case of hopeless can- 
cer through extending home nursing so the case 
may remain at home, much suffering may be 
prevented, and contentment obtained. The De- 
partment contemplates asking visiting nurses 
throughout the State to further our knowledge 
of cancer in Massachusetts by obtaining certain 
data on their eases which will be of enormous 
assistance in still further estimating the prob- 
lem and guiding its solution. 

Of all the questions today pressing for an 
answer this of cancer is perhaps as stupendous 
as any because of its medical, social and econ- 
omie ramifications. What we do for cancer to- 
day we may be asked to do for arthritis tomor- 
row, and then for heart disease, the neurological 
and orthopedie defects, and so on. Shall the 
State hospitalize all of these? Can it bear the 
eost? Is eentral hospitalization away from 
home and friends the humane solution of incur- 
able non-eommunieable disease? Until we know 
the cause of cancer, which is a problem receiv- 





ing probably more intensive study over the 
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world than any other single medical enigma, 
can any program for its control succeed ? Our 
present program includes limited extension of 
hospital resources, extension of diagnostic and 
therapeutic resources over the State as rapidly 
as sound service is assured, further studies as 
to the cancer situation in Massachusetts, and the 
general enlistment of medical, nursing and lay 
support. Early adequate surgery, aided by 
X-ray and radium, can increase the percentage 
of cures in certain conditions from 15 to 50 and 
in others from 25 to 75. Surely this is definite 
enough for anyone and will keep us fully occu- 
pied until we suddenly find that the cause has 
been discovered and the means of prevention 
are thereby broadened. 


oo 


THE PUBLIC HEALTH SERVICE 


The functions of the Service may be summarized 
as follows: 


1. Protection of the United States from the intro- 
duction of disease from without. 

2. Prevention of the interstate spread of disease 
and suppression of epidemics. 

3. Codperation with State and local boards of 
health as well as with Federal agencies in health 
matters. 

4. Investigation of diseases of man. 

5. Supervision and control of biological products. 

6. Public health education and dissemination of 
health information. 

One of the functions exercised by the Service --that 
of supervision and control of biological products— 
is one of tremendous importance. It means that al] 
viruses, vaccines, therapeutic serums, toxins, anti- 
toxins and analogous products applicable to the pre- 
vention and cure of diseases of man are tested by 
the Service for purity and potency. The value of 
such products supervised by the Service in one year 
is well over $10,000,000. 

As organized at present the Surgeon General ad- 
ministers the affairs of the Bureau of the Public 
Health Service through seven administrative divi- 
sions. These are: The Division of Marine Hospitals 
and Relief; the Division of Domestic Quarantine; 
the Division of Foreign and Insular Quarantine; the 
Division of Personnel and Accounts; the Division of 
Sanitary Reports and Statistics; the Division of Sci- 
entific Research, and the Division of Veneral Disease. 
—The United States Daiiy. 





PROPOSED EXPANSION OF TEMPLE SCHOOL 
OF MEDICINE 


As one of the beneficiaries of a proposed $20,000,000 
expansion movement about to be projected by Temple 
University, Philadelphia, the Temple School of Medi- 
cine will be afforded the opportunity of increasing 
its scope of usefulness in the practical training of 
young men and women for the medical profession. 

Announcement of the decision of the board of trus- 
tees of Temple University to launch a comprehensive 
campaign of physical and academic development has 
just been made by Dr. Charles E. Beury, President 
of the institution. The fund, to be raised by popular 
subscription, will be administered by the Russell H. 
Conwell Foundation, which was formed to perpetuate 
the educational ideals of the founder. 

Temple’s School of Medicine now shares totally 
inadequate quarters with the Dental School and the 





School of Pharmacy in an antiquated building fg 
removed from the campus. Under the expansion and 
endowment plan, however, it will be enabled to in. 
crease its prestige and efficiency in a new building 
to be designed especially for its accommodation, 

An elaborate program of scientific research, out: 
lined by members of the faculty, will be made Possible 
by the fund. 





QUACKERY AND THE HOUSE OF COMMoNs 


“Nowhere,” declared Dr. Little, “have the quacks 
more friends than in the present House of Commons 
if one may judge by the personal experience I had 
when bringing in my motion, in February last, for 
an inquiry into the whole question of unqualified 
practice, with the object of regulating it. In the very 
interesting debate which ensued it was amusing to 
find that speech after speech expounded the thesis 
that advances in medicine had come invariably from 
extra-professional sources. 

“It is inconceivable that a similar motion defend. 
ing practitioners of law from the competition of up. 
qualified practitioners would have met with the same 
hostility, and of course no practice by unqualified 
persons pretending to be lawyers is allowed. The 
reason for this difference is not far to seek. There 
are no more than 14 doctors in the present House of 
Commons; there are something like 200 lawyers.”— 
The Medical Press. 





AMENDMENT TO THE SANITARY CODE IN THE 
CITY OF NEW YORK—GOVERNING THE SALE 
AND USE OF FLEXIBLE GAS TUBING 


Every year there are approximately 500 deaths due 
to accidental poisoning by illuminating gas. A good- 
ly portion of these accidents arise out of defects in 
tubing used in connecting stoves and other gas burn- 
ing objects to fixture outlets. To obviate such acci- 
dents the Board of Health has passed a regulation 
requiring all gas tubing to conform to certain definite 
standards set to assure safety. 

The new law passed by the Board of Health, in- 
tended to secure for New York City suitable flexible 
gas tubing without defects endangering the life and 
health of the users, is now in operation. 

The law requires that the companies stamp all of 
their approved product with the Department of Health 
registration number. It is expected that the sale 
of this tight, properly constructed gas tubing will 
prevent a great number of accidental gas poisonings 
—City of New York Department of Health Weekly 
Bulletin. 





LOOK OVER SEWAGE DISPOSAL FACILITIES 
BEFORE BUYING OR RENTING REAL ESTATE 


According to published figures, the population of 
incorporated municipalities in this country increased 
from 25,000,000 in 1890 to 64,000,000 in 1920. This 
concentration of population in city areas, combined 
with the availability of quicker methods of transpor- 
tation, has been responsible for increasing develop- 
ment of suburban real estate and of shore front prop- 
erty. The purchasers of houses on such sites, and 
even the builders, are often city bred persons who 
have always lived where city water and public sewers 
are available. They give no thought or very little 
thought to-the necessity for satisfactory water suD- 
ply and sewage disposal. Occasionally some real e& 
tate dealer will build houses in a location where sew- 
age disposal is difficult, install improper sewage dis- 
posal facilities and sell to some unsuspecting pul- 
chaser. There is no State law covering such matters. 
—Weekly Health Bulletin, Connecticut Department of 
Health. 
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CASE 12461 


A MAN WHO BEHAVED VERY 
STRANGELY 


MepicAL DEPARTMENT 


An Italian-American marble setter fifty-five 
years old was sent to the wards June 10 from 
the South Medical Out-Patient Department, 
where examination showed eroded circinate 
macules on the scrotum and in the throat, con- 
dylomata. Dark field examination was very 
positive. His complaint was that he did not 
feel well because he had been working so hard. 
The history was difficult to obtain because he 
had great trouble in remembering things cor- 
rectly. He later showed mental symptoms. 

As nearly as could be determined, he had had 
the lesions mentioned for several months, but 
this was not at all certain. He admitted extra- 
marital exposure two years before admission, 
but said he had done very little toward expos- 
ing himself since he married. He said he had 
a sore on the penis some time ago, cured by 
medical treatment. It seemed evident that he 
had had gonorrhea. 


The past history obtained was unsatisfactory. 
He had once had an injury of some sort. 

Three days later his wife gave the informa- 
tion that he had been very forgetful for a month 
or more. He had also behaved queerly. He 
would get up at night and put on his clothes, 
but when she told him that it was still night 
and that he had to go to bed, he obeyed very 
well, 

Examination showed a well nourished man. 
The sclerae were injected. The middle of the 
throat showed a number of papules, possibly 
specific. The scrotum showed two very large 
cirecinate macules. On the anus were condylo- 
mata. The right pupil was greater than the 
left and somewhat irregular. Their reactions 
and the knee-jerks were very sluggish. 

The amount of urine is not recorded. The 
specifie gravity was 1.018 to 1.020. The sedi- 
ment showed 3-5 pus cells at one of two exam- 
inations. The blood is not recorded. A Was- 
sermann was strongly positive. Lumbar pune- 
ture June 11 gave elear fluid under normal 
pressure, 10 cells, aleohol, ammonium sulphate 


vertebrae gave 15 cubic centimeters of clear 
fluid, pressure 140, jugular compression 280, re- 
turn. 140, after the withdrawal of 5 cubie centi- 
meters 130, after the withdrawal of 10 cubie 
centimeters 120, after the withdrawal of 15 
cubie centimeters 105; 40 cells, all lymphocytes; 
aleohol, ammonium sulphate and Wassermann 
strongly positive; total protein 34. 

The temperature was 97.3° to 99.3°, the pulse 
72 to 105, the respiration not remarkable. 

The patient slipped out of the ward at night 
and was found at the Eye and Ear Infirmary 
collecting dishes and other things. By June-15 
he seemed much clearer mentally and said he 
felt better. His wife was happy over the 
change she found in him. The local lesions 
showed some improvement. He was still dis- 
oriented however, and forgot very quickly. 
June 16 he was given 16 cubic centimeters of 
arsenized inactivated intraspinous serum. After 
this improvement was noticeable every day. 
June 25 he was given 15 eubie centimeters of 
serum intraspinously. By June 29 the condy- 
lomata were nearly gone and he still seemed 
mentally clear. July 6 he was discharged. 

The history of ‘the interval between his two 
stays in the hospital was given by his wife. 
After leaving the hospital he came to the Out- 
Patient Department for intravenous treatment 
every week and intraspinous treatment every 
two weeks. After the intraspinous treatment 
he always suffered from severe headaches. Au- 
gust 20 he did not stay over night in the Emer- 
geney Ward, as is customary after diarsenal 
treatment. The following day he had severe 
pain in the head, back and legs. The pain dis- 
appeared, but he was very weak for the next 
two days, and from this point was incontinent 
and apparently had no bowel movements. He 
stayed in bed for the remainder of the week, eat- 
ing very little and growing weaker every day. 
For the five days preceding his second admis- 
sion, August 30, he had been losing conscious- 
ness, failing at times to recognize his family. 
Examination at the second admission showed 
a poorly. nourished man, extremely ill, semi- 
comatose and mentally clouded. There were 
sears on the legs and abdomen. The sclerae 
were slightly injected, the pupils irregular. The 
tongue was coated, the breath foul. There was 
tremor of the jaws. The neck was stiff. There 
were loud voice and breath sounds at the right ° 
apex and possibly bronchovesicular breathing at 
the left base. The patient could not under- 
stand orders. He had a loose cough, but swal- 
lowed the sputum. The apex impulse of the 
heart was not found. The left border of dull- 
ness was ten centimeters from midsternum, one 
centimeter outside the midelavicular line. The 
supracardiae dullness was six and a half centi- 





and Wassermann strongly positive, total pro- 
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midsternum. The sounds were faint. The ac- 
tion was rapid. There were no murmurs, The 
radials were thickened. The blood pressure was 
110/70. The pupils were irregular, slightly un- 
equal and reacted very sluggishly. The knee- 
jerks were active. There was bilateral Kernig 
and a suggestion of Babinski. Examination of 
the fundi showed slight haziness of the dise 
margins; no definite choking. 

The urine was cloudy at one of two examina- 
tions, specific gravity 1.020 to 1.035, two or 
three leucocytes per high power field at the sin- 
gle sediment examination. Blood examination 
showed 21,400 to 11,000 leucocytes, polynuclears 
81 per cent., hemoglobin 90 per cent., 6,368,000 
reds, smear normal. Wassermann strongly posi- 
tive. Non-protein nitrogen 57 , milligrams. 
Lumbar puncture the afternoon of August 31 
showed normal dynamics, xanthochromie fluid, 
aleohol and ammonium sulphate very strongly 
positive, sugar 47, non-protein nitrogen 57, leu- 
eocoytes 1500, chloride 800, goldsol 0123332000. 
Wassermann strongly positive. At half past 
ten that night another puncture was done, and 
18 eubie centimeters of xanthochromie fluid re- 
moved, initial pressure 20, hydrodynamics nor- 
mal, 1,000 red cells per cubie millimeter, 1,100 
leucocytes, 88 per cent. polynuclears, 10 per 
cent. polynuclears, 10 per cent. lymphocytes, 2 
eent. lymphocytes, 2 per cent. large mononu- 
elears. Chloride 755. 15 eubie centimeters 
of antimeningococcus serum was administered. 
Four cultures showed a moderate growth of 
staphylococcus aureus. A smear from the first 
lumbar puncture showed many organisms, often 
intracellular, frequent pneumococci, ete. The 
fluid at the second puncture showed no organ- 
isms. It was thought the first smear was due 
to contamination in the centrifuge tube. 

The temperature was 98.4° to 101° with a 
terminal rise to 102°, the pulse 95 to 124 with a 
terminal rise to 149, the respiration 22 to 48. 

A South- Medical consultant reported, ‘‘Re- 
sult of the first tap complicates the picture, but 
possibly due as suggested to dirty test tube.’’ 
August 31 a nerve consultant reported, ‘‘. 
Present finding in the spinal fluid would indi- 
eate that there has been some secondary infec- 
tion of the subarachnoid space. This is borne 
out by the yellow fluid (indicating possibly old 
blood) and the large number of cells, mostly 
polynuclears. If he has a secondary infection 
no more antiluetic treatment should be given. 
The prognosis is grave.’’ September 1 another 
neurological consultant reported, ‘‘In view of 
the contradictory findings in the spinal fluid 
advise observation of the patient for twenty- 
four to forty-eight hours before further serum 
treatment.’’ An ear consultant reported that 
the drum membranes were negative and no 
nasal infection was evident. 

September 1 a portable X-ray showed an area 





of increased density about five centimeters jp 
diameter near the right lung root and contin. 
uous with the heart shadow. It was of about 
the same density as the heart shadow, with 
sharply defined borders and irregular shape 
The remainder of the lung fields was clear. The 
supracardiac dullness was increased. The heart 
shadow appeared normal. Examination was not 
entirely satisfactory on account of motion. Sep- 
tember 8 plates confirmed the previous findings 
and also showed increase in the _transverge 
diameter of the shadow of the aorta. The high 
diaphragm on the right side was thought prob- 
ably due to enlargement of the liver. 
September 1 the patient was much better and 
the temperature was flat. It was thought the 
leucocytosis of 17,000 was possibly due to lung 
infection. September 2 a blood culture showed 
Gram-positive spore bearing bacilli in both 
tubes. A third lumbar puncture gave 30 cubic 
centimeters of turbid bloody xanthochromic 
fluid, alcohol positive, ammonium sulphate 
strongly positive, chlorides 717, sugar 32; cells, 
253 leucocytes, 100 per cent. polynuclears, and 
475 red blood cells; goldsol 0121221100; total 
protein 250. Cultures showed a slight growth 
of staphylococcus. September 3 a cistern pune- 
ture gave 15 eubie centimeters of colorless tur- 
bid fluid without a yellow tinge. No dynamics 
were done. Smear showed no organisms, 45 red 
blood cells, 890 leucocytes, 83 per cent. poly- 
nuclears, 17 per cent. lymphocytes, alcohol and 
ammonium sulphate positive, total protein 74, 
goldsol 1122210000. Culture showed a few 
staphylococci in both tubes. September 4 a 
combined puncture showed a difference of level 
of about 6 centimeters between the lumbar and 
cistern fluids, owing to neck rigidity of the pa- 
tient. Both fluids were slightly cloudy, xantho- 
chromic, and showed strongly positive ammon- 
ium sulphate, positive aleohol and negative Was- 
sermann. The Jumbar fluid showed 710 cells, 
90 per cent. polynuclears, 10 per cent. !vmpho- 
eytes, 10 red blood corpuscles, total protein 160, 
voldsol 1222232100. The cistern fluid showed 
810 cells, 91 per cent. polynuclears, 9 per cent. 
lymphocytes, no red blood cells, total protein 59, 
goldsol 1122200000. September 5 a combined 
puncture gave 25 cubic centimeters of turbid 
xanthochromie fluid from the lumbar puncture. 
After the first few drops no fluid came from the 
cistern puncture. The levels were equal. The 
lumbar fluid rose with jugular compression nor- 
mal. The pulse oscillations were normal. 1480 
cells. September 6 a lumbar puncture gave 20 
cubic centimeters of xanthochromic slightly 
cloudy fluid, initial pressure 110, no evidence of 
block, cell count at the beginning 2100 per 
cubie millimeter, at the end 1600 per eubie mil- 
limeter. Cultures at the beginning and the end 
of drainage showed a slight growth of staphylo- 


coeccus. September 7 a spinal puncture gave 
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95 cubic centimeters of turbid fluid, possibly 
xanthochromie (night). Initial pressure 130. 
September 6 Dr. W. J. Mixter said in con- 
sultation, ‘‘As the infection in this case prob- 
ably originated in the lumbar space and the 
ventricle may well be clean I should advise lum- 
har drainage and against ventricular explora- 
tion. If he still goes downhill exploration of 
the ventricles should be considered.”’ 
September 8 the patient died. 


DISCUSSION 
BY RICHARD ©. CABOT, M.D. 
NOTES ON THE HISTORY 


“Dark field examination was very positive.’’ 
I suppose that means they found the organism 
of syphilis. It does not say so. This is another 
one of those medical terms I think we ought to 
make plainer than we do. I take it the South 
Medical Department said they were the trepone- 
mata of syphilis. They do not use the dark field 
for anything else, so far as I know. 

By ‘‘mental symptoms’’ I suppose they mean 
symptoms of mental derangement; most of us 
have mental symptoms. 

Grossly there is not much difference in the 
two lumbar punctures. I should say that there 
is the evidence of a low-grade very possibly 
syphilitic process in the nervous system, adding 
this evidence and the mental changes to the 
findings in the condylomata. 

I take it he was discharged with a diagnosis 
of syphilis of the central nervous system, and 
local at the anus, treated by antisyphilitie medi- 
cation and improved. 

There is nothing unusual about the headaches 
after the intraspinous treatment. 

The knee-jerks are now active. 
diminished the last time. 

The picture is very definitely one of meningi- 
tis now, and the question naturally arises wheth- 
er it had anything to do with the treatment he 
was given. Syphilitie meningitis is the diag- 
nosis we should like to make on these symptoms. 
But the only type that is at all frequently rec- 
ognized is a very chronic process with quite a 
different picture from this. 

Dr. Means: We have had some very acute 
cases of syphilitic meningitis, showing fever and 
all the signs of acute meningitis to such a degree 
that the differential diagnosis was from men- 
ingococeus or acute tuberculous meningitis. I 
recall one very vividly. 

Dr. Tracy B. Matnory: 
eropsy. 

Dr. Means: The one I refer to did not die. 
He was successfully treated by intraventricular 
administration of antiluetie drugs.* 

Dr. Canor: The explanation of the findings 
in the first smear is a little off-hand. 


*Compare Case 11163, published April 16, 1925. 
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Dr. F. T. Hunter: That was done in the 
Emergency Ward. It was spun down in the 
centrifuge in a tube that had evidently been 
used before and not cleaned. 

Dr. Casot: We should always try to use a 
tube that is not already occupied. Preoceupa- 
tion is a bad disease here. I think we can say 
that these last cultures were all right. 

The X-ray showed an area of increased den- 
sity near the right lung root. I take it that this 
is the normal aortie knob, and that this is some- 
thing else—I suppose an area of inflammation 
in the lung, either pneumonia or abscess, or 
both. They are thinking of syphilitic aortitis, 
due to the fact that he is supposed to have syph- 
ilis elsewhere. ; 

‘Gram-positive spore-bearing bacilli.’’ Does 
that mean anything, Dr. Mallory? 

Dr. Matrory: Contamination. 

Dr. Casot: They do not think there is any 
block. 





DIFFERENTIAL DIAGNOSIS 


We have two processes there. From the facts 
given us I should say there is good evidence 
that he had syphilis, not only locally in the 
econdylomata but in the central nervous system. 
The evidence for that is his pupils, his mental 
state and his spinal fluid. Then following some 
treatment—perhaps having nothing to do with 
it, but it is rather hard to suppress the thought 
that it had some connection with treatment— 
we get a staphylococcus infection in the spinal 
eanal. 

A Srupent: Is bloody spinal fluid common 
in eases like this? 

Dr. “Casot: I do not know enough about 
staphyloeoceus infections of the spinal canal to 
discuss that. It is unexpected to me, but I have 
seen so few eases of disease produced by this 
organism in the spinal canal that I do not know 
anything about it. Can you say something 
about that, Dr. Means? 

Dr. Means: I do not recall ever seeing one 
before. 

A Stupent: Do you suppose the blood came 
because he was given so many punctures? 

Dr. Canor: But they got it every time. Or- 
dinarily if the puncture is properly done we do 
not get blood, especially old blood. You do not 
get yellow fluid from puncture trauma, 

A Srupent: Would the syphilitic process 
account for the color? 

Dr. Cazor: I think not. 
such a thing. 

A Srupent: The spinal fluid color was not 
found until the second admission. Do you sup- 
pose he had a cerebral hemorrhage before the 
second admission ? 

Dr. Casor: It is possible, but in view of the 
bacteriology it is rather more sensible not to 
say so. 


I never heard of 
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Besides cerebrospinal syphilis and staphylo- 
coccus meningitis he seems from the X-ray to 
have a third disease. He seems to have an ab- 
scess in the lung due to the staphylococcus, and 
if so he ought to have something in his kidneys. 
I suppose we shall get evidence of syphilis of 
the nervous system, a staphylococcus process 
lung abscess, and an infection of the spinal 
eanal, also with staphylococcus. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Luetie and staphylococcus aureus meningitis? 
Lung abscess. 


DR. RICHARD C. CABOT’S DIAGNOSIS 


Syphilis of the central nervous system and in 
the condylomata. 

Staphylococcus infection in the spinal canal. 

Abscess of the lung, staphylococcus. 


ANATOMICAL DIAGNOSIS 
1. Primary fatal lesions 


Basal staphylococcus meningitis. 


bo 


Secondary or terminal lesions 


Purulent bronchitis. 

tight otitis media. 

Syphilitie meningitis. 
Mediastinal tumor,—thymoma? 


Dr. Mattory: The necropsy in this ease 
showed a staphylococcus meningitis which was 
pretty well localized to the piece of the brain 
running down the cord. The superior surface 
was entirely free from purulent exudate. The 
pia over the superior surface was rather more 
eloudy than normal, and there was pretty defin- 
ite infiltration along the vessels which was prob- 
ably due~to his syphilitic. infection. On the 
other hand with a superimposed staphylococcus 
infection it is very difficult to be certain of the 
luetic one. It was more or less obscured by the 
other. 

The interesting thing about the case was the 
mediastinal condition. On the anterior surface 
of the pericardium, just slightly adherent to the 
surrounding structures, was a tumor mass about 
eight centimeters in diameter. It was in the 
thymus region, and we thought at the time that 
it was probably a thymic tumor. He also had a 
very acute, rather purulent and foul bronchitis, 
and the combination of the X-ray shadow and 
the type of sputum made a clinical diagnosis of 
lung abscess pretty well justified. 

Microscopie examination of the tumor showed 
it to be quite unusual. In appearance it was 
about the color of fresh kidney tissue, quite soft. 
It was made up of rather small pieces which 
were very boggy, with very loose stroma very 
rich in eapillaries. Within these nodules the 
cells were quite small. They were not definitely 





lymphocytes. Primary tumors of the thymns 
are most commonly of lymphatic origin, seconq. 
ly carcinomas from the epithelial cells that 
make up the Hassall’s corpuscles, thirdly ang 
more rarely sarcomas of connective tissue ori. 
gin. This tumor did not seem to fit very wel] 
with any of these. There was no evidence of 
malignancy in this tumor whatever. It was well 
encapsulated.» There was no invasion of sur. 
rounding tissue.. Very careful search showed 
no mitotie figures, and the nuclei in the cells 
were well differentiated. In one instance in the 
connective tissue bands between the nodular 
masses of which I spoke we found a space or 
duet which was lined with columnar epithelium. 
and we took thai as very strongly suggestive a! 
least that the tumor was thymic and that the 
duct was possibly the remnant of the old embry- 
onic anlage of the organ. 

As to the origin of his staphylococcus men- 
ingitis, he had an acute right ear, in spite of the 
statement to the contrary in the record, and I 
think it is fair to presume that his meningitis 
came from that and not from infection in the 
course of treatment. We were not able to prove 
that by eulture, however, since the ears showed 
superinfection with spreading saphrophytes 
which made isolation impossible. Our cultures 
from the ventricles and meninges showed pure 
staphylococeus aureus, as did the earlier ones in 
the spinal fluid. 





CASE 12462 


YEAR-ROUND “HAY FEVER’ (VASO- 
MOTOR RHINITIS) DUE TO SENSITIZA- 
TION TO ORRIS ROOT IN FACE 
POWDER 


MeEpIcAL DEPARTMENT 


A girl of twenty, studying to be a stenograph- 
er, came into the Throat Room of the Out-Pa- 
tient Department in November 1925 complain- 
ing of sneezing and profuse watery nasal dis- 
charge. She described her condition as ‘‘hay 
fever’’, but said that her symptoms had been 
present throughout the preceding two years. 
At times there had been itching of the eyes with 
lacrimation. All symptoms were worse just 
after getting up in the morning, but persisted 
in varying degree throughout the day. During 
practically no day since the onset had she been 
entirely free from trouble. 

Routine examination in the Throat Room dis- 
closed nasal mucous membranes which were 
described as ‘‘pale and boggy’’. No _ polypi 
were found, nor was there bony obstruction. 
All sinuses transilluminated clearly. The ton- 
sils had been satisfactorily removed a year be- 
fore. A diagnosis of ‘‘vasomotor rhinitis’? was 
made, and the patient referred to the -Anaphy- 
lactic Department for search for an extrinsi¢ 
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inhalant to which she might have became sensi- 

a hay fever could be ruled out at once 

on the absence of seasonal occurrence. There 

was no story of aggravation of symptoms in the 
presence of any plant or flower, or in the pres- 
ence of dogs, cats, horses or other animals. The 

patient had done a little cooking, but she did 

not believe that sifting flour had made her 

symptoms worse. It was true however that 
breathing dust of any kind might increase the 
nasal discharge. She had worked for short 
periods at different jobs, but they were not 
dusty occupations, and no relation between 
work and symptoms could be proved. There 
had been visits away from home of from one to 
three weeks, but change of location did not give 
relief. 

Inquiry into the past history gave no evi- 
dence of preexisting ‘‘allergic’’ condition, such 
as eczema, urticaria, or asthma. A family his- 
tory of these conditions was also lacking. 

Quick inspection showed that the patient used 
face powder and rouge in large quantity. No 
organic troubles were disclosed by routine phy- 
sical examination. 

Intradermal tests with sterile solution of orris 
root gave an urticarial wheal two centimeters in 
diameter, which was surrounded by a still wider 
zone of erythema. The more commonly used 
“‘seratch test’’, employing the dry powder and 
a drop of weak alkali, gave a smaller but defin- 
itely positive test. Tests to the following sub- 
stances were negative: chicken feathers, goose 
feathers, eat hair, dog hair, horse dander, rab- 
bit hair; timothy, ragweed, red top, orchard 
grass; wheat and house dust. 

In the light of the history and these tests it 
seemed safe to assume that her vasomotor rhini- 
tis was due to an acquired sensitization to orris 
root in her face powder. She had been using 
face powder for two years before the nasal 

symptoms began. Consequently the patient was 
prevailed upon to give up the use of face pow- 
der for a two weeks’ trial period, and to remove 
all powder puffs, ete., from her room. At the 
end of this time she reported definite relief of 
symptoms, but not complete cure. It was there 
fore decided to attempt desensitization treat- 
ment, and a subeutaneous injection of a solution 
of orris root was given each week for ten weeks 
In the meantime she used very little face pow- 
der. At the end of this time she reported ? 
complete cure. Two months later she had _ be- 
gun to use face powder cautiously, with a very 
slight return of symptoms. 


Discussion 
BY DONALD 8. KING, M.D. 


The Throat Room refers to us many of the 


but I do not know just what proportion of all 
such cases they do refer. If they find definite 
pathology such as marked deviation of the sep- 
tum or infection in the antrum, the cases would 
probably be operated rather than be sent to us. 

At the present time we are getting about one 
case of sensitization to orris root every month. 
In the past twelve months we have had thirteen 
cases, and in the four years preceding there 
were fifty-six cases. The thirteen cases of orris 
root sensitization which were referred to us 
during the past year were out of seventy-eight 
cases of vasomotor rhinitis which we studied, 
but this probably does not mean that one ease in 
every six of vasomotor rhinitis is due to orris 
root. 

These orris root cases are in some ways the 
most satisfactory ones for study by the skin 
test method in that they are often sensitive to 
only one substance, giving a very definite skin 
test to this substance, and history and treatment 
prove that this particular protein is the cause of 
the trouble. They are therefore more clean cut 
even than the hay fever cases, because cases sen- 
sitive to ragweed, for example, may also react to 
many other pollens which are not windborne 
and are probably not the cause of the hay fever. 

These cases are interesting also from the fact 
that they probably represent an acquired sen- 
sitization after repeated exposures to the for- 
eign substance. Dr. Rackemann has called at- 
tention to this fact as proof that the anaphy- 
lactie or allergic state can be acquired. 

Not all cases have the so-called watery dis- 
charge which was present in this case. Nasal 
obstruction is frequently complained of rather 
than discharge. 

We have in the clinic a number of cases in 
which the orris root seems to be an occupational 
factor. Salesgirls behind counters where face 
powder is sold are perhaps more apt to become 
sensitized. There is one barber in Brockton 
who has become definitely sensitized. He comes 
in from Brockton perhaps thirty times during 
the year for treatment by injections of orris 
root solution and feels that he gets definite re- 
lief. 

In interpreting the skin tests it is well to bear 
in mind that in many cases of asthma or urti- 
earia, as well as vasomotor rhinitis, a test posi- 
tive to orris root does not necessarily mean that 
the orris root is the cause of the condition. We 
had one case of a man with very troublesome 
urticaria who gave a strongly positive test to 
orris root with all other tests negative. All 
sorts of experiments failed to show that the 
orris root was a cause of the skin symptoms. 
.At the present time our routine -tests in the 
clinie are made by the intradermal method, 
though there are many eases, especially of clear 
cut. hay fever, where the scratch method is em- 
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in children, the scratch test is also frequently 


used. 


It should be noted that in some of the cases 
where the skin tests are negative there may be 


an endocrine factor. The literature does report 
eases where the thyroid or ovaries seem to play 
a part. Sometimes we have had good results, at 


least temporarily, by treating with extracts of 


these glands. 

There are three possible ways of treatment 
of vasomotor rhinitis cases due to sensitization 
to orris root. The first is to give up entirely the 
use of face powder. So far we have found it 
very difficult to persuade most of our patients 
to adopt this heroic measure. The second meth- 
od is to let them use face powder which does not 
contain orris root. Some of the local drug- 
stores are now selling such a powder. In one 
of the clinics in another city a face powder with- 
out orris is sold in the hospital itself. The 
third way is to treat by subcutaneous injections 
of weak solutions of orris. This treatment is 
not entirely satisfactory, but does help in many 
eases. WMccasional treatment with stock vaccines 
helps very definitely, both in the cases with posi- 
tive and those with negative skin tests. 

A Puystctan: Would you advise sending 
these cases to Bethlehem ? 

Dr. Kitna: No, I think not. Some hay fever 
eases do get along very much better in Bethle- 
hem. There is said to be no ragweed there. Of 
course these cases which are sensitive to orris 
powder would be just as much troubled in 
Bethlehem as here. 

Dr. Youna: Were you the. one who told me 
about a girl who had attacks in the morning but 
not at night. because she pulled her shirt on 
over her head in the morning and dropped it 
down at night? 


DIAGNOSIS 


Vasomotor rhinitis due to sensitization to 
orris root in face powder. 





CASE 12463 


ACUTE ABDOMINAL EMERGENCY— 
CAUSE? 


SurGicAL DEPARTMENT 


A married American woman forty-six years 
old came to the Emergency Ward August 10 
complaining of pain in the abdomen and vomit- 
ing. 

August 6, four days before admission, she was 
awakened with sharp cramp-like pain in the ab- 
domen. She felt nauseated but could not vomit. 
The pain centered just under the umbilicus. A 
physician gave an enema with only slight re- 
sult. After this she began to vomit, and con- 
tinued to do so until admission. She could not 


retain even a glass of water. Many enemata 
were given after the first. All returned clear 
The pain diminished in intensity. In the twep. 
ty-four hours before admission it came in pay. 
oxysms. The vomitus had a stercoraceous odor. 

No family history or past history was ob. 
tained. 

Examination showed a well nourished woman 
apparently very ill. The heart and lungs were 
normal. The blood pressure was 175/75. The 
abdomen was slightly tense. There was just 
enough tenderness in the umbilical region to 
make the definition of a mass rather indistinet, 
The mass was slightly movable and gave the im- 
pression of being fixed upon a broad base. Its 
apex was directly under the navel. The pupils 
were normal. The genitals, extremities and re- 
flexes are not recorded. 

Examination in the Emergency Ward showed 
a slight trace of albumin and many casts in the 
urine and a leucocytosis of 17,600. 

Before operation the temperature was 101.5°, 
the pulse 118, the respiration 28. 

Operation was done the day of admission. 
The patient vomited only once during the fol- 
lowing night and felt fairly well the next day. 
Her appearance was surprisingly good consid- 
ering the condition found. She was given a 
subpectoral during the night and a glucose sub- 
pectoral August 11. There was good drainage. 
The temperature rose steadily, reaching 108.6° 
August 12. The pulse was 128 to 140 and very 
poor in quality. The patient lost ground rapid- 
ly. The morning of August 12 she died. 


DiscussIONn 
BY EDWARD L. YOUNG, JR., M.D. 


It would be interesting to know how many of 
the surgical fatalities in this hospital come to 
the ward with pain in the abdomen and vomit- 
ing. 

I do not believe there is anyone here who Will 
doubt the diagnosis of intestinal obstruction. 
The question comes as to the cause of that ob- 
struction. The past history would perhaps give 
us some grounds on which to make conjectures. 
Of course from the point of view of treatment the 
only thing that can be done with any hope of 
helping her is operation. Opening the abdomen 
will almost certainly show what is present and 
vive the lead for future treatment. 


Is there anything we ean do to guess at the 
possible cause of this obstruction? - She has had 
no previous operation mentioned in the history 
or spoken of in the examination, so that we have 
not got adhesions and bands to consider from 
operation. It is nevertheless possible that rem- 
nants or bands of some congenital condition, as 
Meckel’s diverticulum, may form a_ loop 
through which the bowel has become obstructed. 





We are given the suggestion that there is a mass 
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nere. Of course a loop of bowel which has be- 
eome strangulated through a band, filled with 
exudate, edematous, may form such a mass. 
Volvulus with strangulated loop may form such 
amass. Intussusception at forty-six is not com- 
mon, and the sort of tumor that is felt does not 
suggest the description given here. 

Is it possible that instead of being mechanical 
obstruction this is secondary to some other con- 
dition? Is this appendix abscess? That is not 
impossible, though not probable. Can this be 
diverticulitis of the sigmoid which has formed a 
large inflammatory mass? That is perfectly 
possible. The thing to note here is that the vom- 
iting came on very quickly. Obstruction of the 
large bowel wili not as a rule cause vomiting 
from the obstruction alone as early as that. If 
there is strangulation of any part of the gut 
vomiting will come on at once, but otherwise it 
may go two or three days without vomiting. 

Can it be pancreatitis? The only objection to 
that is the position in which the mass is felt. 
That due to a large pancreas ought to be higher 
than that, ought to be in the epigastrium rather 
than under the navel. 

Can it be an acute gall-bladder? That is pos- 
sible but not probable. 

I think all of those things are entirely prob- 
lematical, and the only thing to do is under local 
anesthesia to open the abdomen and see what is 
present. It is hard for me to fit in malignant 
disease with the acute vomiting. The type of 
pain does suggest bowel in that it comes down to 
being paroxysmal. So that I should put acute 
intestinal obstruction due to mechanical cause 
ahead of tumor or inflammatory cause, but be- 
yond that I eannot go. 

The one thing I did not mention is the diag- 
nosis they put down before the operation. I 
did not consider it. I think I would put it pret- 
ty far down the list. 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 
Intestinal obstruction (mechanical ?) 
PRE-OPERATIVE DIAGNOSIS 


Ovarian eyst with twisted pedicle. 


OPERATION 


Under ether anesthesia an eight inch midline 
lower abdominal incision was made. The peri- 
toneum was opened with the eseape of a large 
amount of thin fluid. A number of feet of small 
intestine distended to about two and a half 
inches and purple in color was exposed. The 
transverse colon, the cecum and the terminal 
ileum were not distended. The omentum was 
adherent in the region of the inguinal canal, 
somewhat constricting the bowels, and was di- 
vided. In the lower midabdomen posteriorly was 
found a mesenterie thrombosis involving a seg- 
ment of mesentery about six inches long along 





the bowel. The bowel distal to this however was 
distended, and efforts to find the cause were un- 
suceessful. Long segments of distended intes- 
tine were firmly agglutinated with plastic adhe- 
sions and were liberated without relief of dis- 
tension. A very tight inflammatory band was 
found proximal to the thrombosed area. A high 
jejunostomy was done by the Witzel method. 
Closure in layers. The patient was sent to the 
ward in fair condition. 


FurtHER Discussion 


So far we have no more light on it. It is 
mesenteric thrombosis alone. 

I do not think that there is any more I can 
say. Mesenteric thrombosis will come on out of 
a clear sky, without known cause, although it 
is very apt to be connected with cardiovascular 
disease. Here the description is not the descrip- 
tion that is ordinarily found with mesenteric 
thrombosis alone. 

Is there anything more known than the des- 
seription gives? 

Dr. J. W. SpeLLMAN: There was one loop six 
inches long, definitely necrosed, and then ex- 
tending both sides of it it shaded off. 

Dr. Youna: That is more like the deserip- 
tion of mesenteric thrombosis or embolus, but 
we know nothing of the possible cause of that. 

A Puysicran: Did you find any sign of can- 
cer? 

Dr. Youna: There is no evidence of cancer 
as they give us the description here. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Acute intestinal obstruction. 

Mesenteric thrombosis. 

Operation, exploratory 
jejunostomy. 


laparotomy and 


DR. EDWARD L. YOUNG’S DIAGNOSIS 


Acute intestinal obstruction. 
Mesenteric thrombosis. 


ANATOMICAL DIAGNOSIS. 
1. Primary fatal lesion 


Hemorrhagic infarction of the small intestine. 


bo 


Secondary or terminal lesion 
Acute peritonitis. 
3. Historical landmarks 


Chronie appendicitis. 
Chronie peritonitis. 
Operation wounds. 


Dr. Ricnarpson: She was a stout woman with 
an operation wound in the anterior abdominal 
wall. The peritoneal cavity contained numer- 
ous seattered old adhesions between the coils of 
the intestine, and a mass of them in the region 
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of the appendix. The appendix itself was lost 
in a mass of adhesions. The opening in the wall 
of the cecum was rather large and pouch-like, 
but this was soon lost in the mass of adhesions. 
I spent a long while dissecting these adhesions 
to find the appendix, but in vain. So that here 
at least we have a straight enough picture of 
chronic appendicitis. 

The esophagus, stomach and large intestine 
were out of the picture. The small intestine 
showed a negative duodenum. The jejunum at 
one point showed a hemispherical protrusion, 
the so-called diverticulum of the small intestine. 
There is a question whether these are simply 
hernial protrusions or true diverticula. They 
occur in the small intestine and sometimes cause 
so much trouble that they are operated upon. 
It has nothing to do with the condition here. 
But at a point about 150 centimeters down the 
jejunum there was a strip about forty centi- 
meters in lenet! where the wall of the intestine 
was thickened, dark red, and infiltrated with 
blood. The mucosa also showed similar char- 
acteristics, and on its- surface were smaller and 
larger areas of grayish necrosis. Leading to 
this strip was a large V-shaped thickened mass 
of mesentery infiltrated with blood-like material, 
and the vessels in this region were filled with 
blood clot. The vessels elsewhere, the mesen- 
teric arteries and the veins were frankly nega- 
tive. There was nothing in the heart. There 
was then hemorrhagic infaretion of the intes- 
tine, with marked involvement of the portion of 
mesentery leading to it. All told the condition 
looks more like a twist. 

Dr. Youne: An original volvulus? 

Dr. RicmArpson: Yes. I am inelined to lean 
toward a volvulus, and that brought about may- 
be by the presence of the adhesions. There was 
nothing in the circulatory apparatus anywhere 
to account for the infarction. 

In addition there was a certain amount of 
acute peritonitis diffusely spread along the in- 
testines here and there. The mesenteric and 
retroperitoneal glands were negative, ruling out 
of course the question as to whether the appen- 
dix had anvthing to do with the infarction. 
That is, an infection spreading up from the ap- 
pendix. 

There was nothing in the lungs. The liver, 
spleen, adrenals, kidneys, uterus and adnexa 
were negative. 

Dr. Youna: Was the operation enough con- 
fused and mixed up so that it is possible that 
that might have been a volvulus? 

Dr. SPELLMAN: We did not think so. 


een 


POPULAR FOLDERS ON CHILD WELFARE 


Tue Children’s Bureau of the United States 
Department of Labor is engaged in the publica- 
tion of a series of folders which will give in 





popular form the results of the latest research in 
various phases of child welfare. 


Four folders in this series have recently come 
from the press. The first is entitled “Sunlight 
for Babies,’’ and describes the technique of giv- 
ing the baby daily sunbaths. The second folder 
is called “‘Breast Feeding,’’ and deals with the 
question of diet for the nursing and expectant 
mother, and with methods through which breast 
feeding may be made possible in most eases. 

The third folder, ‘*Community Care of De. 
pendent, Delinquent, and Handicapped Chi. 
dren,’’ outlines in simple form the methods 
through which communities can assist children 
in need of special care, 

‘*From School to Work,’’ the fourth folder, 
tells the story of a ‘‘typical’? American boy and 
girl living in an imaginary community which 
trains all its children for the work they are best 
able to do, and then helps them wisely to select 
the right job. Voeational counseling, tryout 
shops, trade schools, scholarships, continuation 
schools, and efficient administration of child- 
labor laws are stressed in this folder. 

The complete list of folders published so far 
by the bureau follows: 


older No. 1: Minimum Standards of Pre- 


natal Care 


No. 2: Backyard Playgrounds 
No. 3: Why Drink Milk 
No. 4: What Builds Babies 
‘* No. 5: Sunlight for Babies 
‘* No. 6: From School to Work | 
‘* No. 7: Community Care of Dependent, 


Delinquent, and Handicapped 
Children 
No. 8: Breast Feeding 


Single copies may be had free upon request. 
Prices in quantity will also be given upon re- 
quest. All the folders are illustrated. 


DEPARTMENT OF WAR CITES LOW 
MORTALITY IN MILITARY CAMPS 


THE Department of War has just announced 
that out of 114,000 men who attended the camps 
of the National Guard, the Reserve Officers 
Training Corps, the Officers Corps and the Citi- 
zens Military Training Camps last summer, 
there was only one case of typhoid fever, and 
this infection was acquired prior to arrival at 
camp. 

Among the 114,000 attending, there were 20 
deaths; four due to airplane accidents, three 
due to automobile accidents, four due to drown- 
ing, two due to gunshot wounds, two to acciden- 
tal injuries outside camp, two due to appendi- 
eitis, one to broncho pneumonia, and two due to 
sudden death, cause undetermined.—The U. S. 
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EVILS OF ARTIFICIAL HEAT 


Proressor C.-E. A. Winstow, of Yale Uni- 
versity, in his recent presidential address be- 
fore the American Publie Health Association, 
blamed America’s overheated houses for much 
of the uncontrolled pneumonia, broncho-pneu- 
monia, bronchitis and influenza that constitute 
a major health problem. England, he pointed 
out, with houses heated to 60 degrees suffers 
from broncho-pneumonia which flourishes where 
chill and dampness prevail; America, with 
houses heated to 70 degrees has excessive lobar 
pneumonia rates. He suggests the splitting of 
the difference, affirming that both countries 
would be better off if they kept their houses at 
a temperature of 65 degrees. 

There is no doubt that artificial heat is largely 
responsible for the prevalence of upper respira- 
tory infection during the winter and early 
spring months in the temperate zone. Other 
factors, of course. are also to be considered— 
closer personal contacts due to a greater degree 
of indoor life: lack of sunlight; sudden changes 
of body surface temperature due to under and 
over clothing. 

House heating, however, remains a factor of 
extreme importance, and one that is susceptible 


of greater control than are some of the others. 
Temperaturé alone is not the most important 
problem in this respect, for in the summer we 
are exposed to much higher temperatures than 
ordinarily prevail even in overheated houses, 
without running any risk of the same ill effects. 
Extreme drying of the atmosphere is probably 
the factor that renders our mucous membranes 
more susceptible to infection than under normal 
conditions ; a factor that has been taken into ac- 
count in a few modern infants’ wards, where 
elaborate humidifying machines, modelled on 
those developed in the cotton milling industry, 
have been installed. 

We are all accustomed to the annual shrink- 
age of doors and furniture under conditions of 
artificial house heating; we are not all accus- 
tomed to interpret these phenomena in terms of 
health and realize to what an unnaturally low 
degree of humidity we are subjecting our 
throats and pharyngeal mucous membranes. 
Radiator pans and similar devices are useful, 
but are literally little more than a drop in the 
bucket, for it has been demonstrated that to 
keep an ordinary sized dwelling house up to a 
normal degree of humidity, many gallons of 
water must be daily evaporated. For those who 
have no scientific humidifying apparatus, a 
large number of house plants will be found to 
utilize and give off great quantities of water 
during the twenty-four hours; of greatest value 
will be a remodelling of our habits and a lower- 
ing of our house and office temperatures. 





MENTAL DEVELOPMENT IN INFANCY 


THE United States Daily has recently re- 
marked interestingly on the study of child men- 
tality and management conducted under the 
joint auspices of the Children’s Bureau of the 
Department of Labor and the Federal Board 
for Vocational Education. The results of the 
study were outlined by Dr. Helen Thompson 
Woolley, formerly director of the vocational 
bureau of the Cincinnati Publie Schools and 
now director of Child Study at Teachers’ Col- 
lege, Columbia University, New York City. 

According to observations made during this 
study it was determined that fear, rage and love 
are the probable types of emotion at birth. At 
seven weeks more remote stimuli begin to take 
the place of the earlier ones. During the second 
six months the emotional development is out- 
lined without reference to the individual emo- 
tions of love. rage and fear. Signs of joy and 
embarrassment are now observed. 

The infant is at last coming into his-own and 
receiving the consideration and respect which is 
his due. The above mentioned study concerned 
itself with emotional development. Investiga- 
tion of mental development has for some time 





been conducted by the Yale Psycho-Clinie for 
Infaney Research under the direction of Dr. 
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Arnold Gesell, and we now learn from Science 
that this program is to be extended as a result 
of a gift from the Laura Spelman Rockefeller 
Memorial. Several research associates have 
been appointed, and the clinic is now housed in 
separate residential quarters at 52 Hillhouse 
Avenue. The clinic will devote itself for a num- 
ber of years to the consecutive study of mental 
development in normal infants, the problems 
under investigation including the nature and 
origin of individual differences, correlations 
with physical characteristics, variations in rate 
of mental growth, and norms and methods of 
developmental diagnosis in infancy. The re- 
search will concentrate on the first two years of 
infancy. 

The new appointees to the staff are Henry 
Mare Halverson, Ph.D., research associate in 
experimental psychology and laboratory photog- 
raphy, formerly head of the department of 
pyschology at the University of Maine; Marion 
Cabot Putnam, M.D., research associate in de- 
velopmental pediatrics, and Helen Thompson, 
Ph.D., research associate in Statistics and an- 
thropometry. 





PEPTIC DIGESTION OF MILK 


Various methods of milk modification for in- 
fant feeding have been practised for many 
years. At first these all hinged on the adapta- 
tion of cow’s milk to the known percentage of 
human milk; most of them have included, 
among their advantages, the prevention of hard 
eurd formation. Dilution, alkalization, acidifi- 
cation and boiling have been the chief means by 
which this physical change in the protein has 
been accomplished. 

Julius H. Hess and his coworkers (J. A. 
M. A., Oct. 23, 1926) have recently published 
their experiments on the effect of various modi- 
fications used in infant feeding on the peptic 
digestion of cow’s milk. These experiments 
were conducted both in vitro and in vivo, using 
young puppies as experimental animals. The 
eurds and rate of digestion of raw, pasteurized 
and boiled milks were compared, and those of 
milks acidified with hydrochlorie acid, lactic 
acid, lactic acid cultures, phosphoric acid, and 
lemon juice, tomato and orange juice; and al- 
kalized with sodium bicarbonate, sodium citrate 
and lime water. Modifications fed to the pup- 
pies were returned for curd examination and 
soluble nitrogen determinations at the end of 
one-half, two and three hours by apomorphine 
In vitro, rennin was added to the mixtures and 
the same observations made. 

As a result of these investigations it was de- 
termined that boiling and decreased acidity de- 
creases the solubility of milk proteins, but facili- 
tate peptic digestion. The solubility of milk 


a 
proteins is increased by the introduction of 
weakly acid anions, by buffer salts and by auto. 
lysis. Digestive experiments in vitro indicated 
that aside from the physical character of the 
curd several factors influence peptic digestion 
of milk proteins, the most important of these be. 
ing a lowered pH and previous denaturization 
of the proteins. The greatest value of all these 
modifications was considered to lie in the soft, 
broken eurd, which exposes a large surface to 
the digestive juice and to denaturization of the 
proteins. 

Cultured lactic acid milk was considered to 
be superior to all other acid milks, orange juice, 
however, giving the highest total soluble pro- 
tein. Orange juice and lemon juice, moreover, 
introduce vitamine, mineral constituents and 
additional alkaline buffer salts and seem to be 
the logical choice for continued feeding as ad- 
ditions to raw, pasteurized or boiled milks, 
Orange juice is recommended in the proportion 
of 2 ounces to the quart of milk. 
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England Baptist Hospital. His subject is ‘‘The 
General Management of Peptie Uleer.’’ Page 
980. Address: 605 Commonwealth Avenue, 
3oston. 


Whirr, Franxurixy W., M.D. Harvard Medi- 
eal School 1895. Instruetor in Medicine, Har. 
vard Medical School; Visiting Physician Boston 
City Hospital; President American Gastro-En- 
terological Association; Member Association of 
American Physicians. His subject is ‘‘ Medical 
Aspects of Peptic Uleer.’’ Page 983. Address: 
322.Marlboro St., Boston. 


Mayo, Crarres H., M.A.; D.Se.; LL.D.; 
F.A.C.8.; F.R.C.S.E.; F.R.C.S.I. M.D. Chicago 
Medieal College 1888. Professor of Surgery 
Mayo Foundation for Medical Education and 
Research, Graduate School, University of 





Minnesota. His subject ‘‘General Resume of 
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Peptic Uleer.’’ Page 988. 
Foundation, Rochester, Minn. 


Bicetow, Grorce H., A.B.; M.D. Harvard 
Medical School 1916; Doctor of Public Health 
1921; Commissioner of Public Health for Massa- 
chusetts. His subject is ‘‘What the State is 
Doing for Cancer.’’ Page 996. Address: De- 
partment of Public Health, State House, Boston. 


_— 
—— 


MISCELLANY 


AN APPRECIATION OF EDWARD HICK- 
LING BRADFORD BY THE STAFF OF 
THE BOSTON CITY HOSPITAL 


Tue passing of Doctor Edward Hickling Brad- 
ford removes an honored name from our fellow- 
ship. Returning from his European studies and 
entering general practice he soon found that his 
major interest was in orthopedic surgery; and 
he found an early field for the development of 
this special interest in the House of the Good 
Samaritan, in which he followed a pioneer in 
this field,—his friend, Dr. Buckminster Brown. 
In 1878 he found another, more extended field 
in the Children’s Hospital and he served on its 
staff for thirty-one years. But Doctor Bradford 
early realized, what every would-be specialist 
should realize, that all special work in medicine 
should have a broad foundation in general train- 
ing and practice; and so he based his work in 
orthopedics or general surgery, and indéed never 
lost interest in the broader field. He accepted 
an appointment as Surgeon to Out-Patients at 
the Boston City Hospital in 1880, later becom- 
ing Visiting Surgeon and serving until 1894 
when all his time and energy were consumed 
in special service, in teaching, and in private 
practice. In 1901 he was appointed to our Con- 








sulting Staff and at the time of his death he |, 


was the senior member. 

From 1880 Doctor Bradford taught in the 
Harvard Medical School as assistant, instructor, 
or clinical instructor in surgery and in ortho- 
pedies until 1893 when he was made assistant 
professor. In 1903 he became the first Profes- 
sor of Orthopedic Surgery and filled the chair 
later established (in 1915) under the name of 
the John Ball and Buckminster Brown Profes- 
sorship. Retiring in 1912 he became Profes- 
sor Emeritus and the same year was appointed 
Dean of the Faculty of Medicine. In this new 
field he served six years and then for a like 
period he was an Overseer of Harvard College. 
On Commencement Day 1926, Harvard, in rec- 
ognition of his service to Orthopedic Surgery 
and of his work in the deanship, awarded him 
the honorary degree of Doctor of Science; un- 
happily the award was posthumous although the 
degree was voted in his lifetime. 


Address: Mayo/work should not fail to recall his Treatise on 


Orthopedic Surgery which he wrote with Doctor 
Lovett’s collaboration; nor should his service 
in the World War on the Board of Draft Appeal 
for Selective Service be forgotten. His work 
in the founding of the School for Crippled 
Children in 1894 and his long subsequent ser- 
vice as a trustee thereof will never be forgotten 
by those who know of his whole-hearted devo- 
tion. His honesty of mind and purpose, his 
constancy in friendship, the spirit in which he 
accepted his failing sight, indeed his character 
as a man commanded the affection and respect of 
all who knew him well. He leaves behind him 
the gratitude of countless sufferers restored, in 
part at least, to lives of happiness and useful- 
ness, and to his wife and children the priceless 
legacy of an honored name, of a life well and 
nobly lived. 





COMMONWEALTH OF MASSACHUSETTS 
DEPARTMENT OF PUBLIC HEALTH 


ADDITIONAL Mitk Laws For MASSACHUSETTS 


Durine the last fifteen or more years there 
has been an enormous improvement in the milk 
in Massachusetts. This was indicated by Kelley 
and Webber* who found that around 1910 there 
was an average of over 900 cases annually of 
typhoid, scarlet fever, diphtheria and septic 
sore throat recognized as being due to milk 
while in 1923 this had fallen to about 90. This 
is due to improved supervision and pasteuriza- 
tion. But the study did not include tuberculo- 
sis due to milk because of the obvious difficulties 
of identification. On learning that Massachu- 
setts has the highest percentage of tuberculous 
cattle of any of the states, we may well feel 
horrified that raw milk from untested cattle is 
still allowed to be sold in a civilized community. 
It has been definitely established that a cer- 
tain amount of tubereular infection elsewhere 
than in the lungs is produced by the bovine 
bacillus carried in milk. It is variously estimat- 
ed that from 25 to 75 per cent of such infection 
is so carried. If we call 50 per cent the figure, 
about 400 deaths a year may be blamed to in- 
fected milk. ast spring the Lakeville State 
Sanatorium was turned over to the care of tu- 
bereular infection other than in the lungs, which 
ineludes infections of the bones, joints, periton- 
eum, meninges, kidneys, glands, ete. This in- 
stitution costs the State nearly a quarter of a 
million dollars a year. In addition some 
$50,000 to $70,000 a year is being spent for the 
underweight clinies in the schools one purpose 
of which is to discover eases of non-pulmonary 
tuberculosis sufficiently early so that the most 
possible may be done in the way of permanent 
eure. 


*Milk-Borne Disease in Massachusetts, FE. R. Kelley, M.D., 





A just appreciation of Doctor Bradford’s life 


and W. G. Webber, M.D.—Reference A. J. P. H., Nov., 1924. 
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From these clinics we find that if the contact 
reactors are eliminated (i. e. those whose infec- 
tion is probably human since they have been ex- 
posed to a known case in the home), the rural 
children, who are in general exposed to a larger 
proportion of raw milk from untuberculin- 
tested cattle, show 50 per cent more reactors 
than do the urban children. Again a small com- 
munity in which the milk regulations are known 
to be inadequate shows 41 per cent reactors 
among the underweight group while the average 
for the state as a whole is 28.5 per cent. It is 
absurd to spend this considerable amount of 
money for diagnosis and treatment if we are not 
stopping this obvious source of infection. 

What is the present milk situation in Massa- 
chusetts? Some twenty of the larger communi- 
ties already have regulations requiring that all 
milk sold within their jurisdiction be either 
from tuberculin tested cattle or pasteurized. 
This represents protection to about a million 
and a half of the four million persons in the 
Commonwéalth. In addition about another mil- 
lion is protected by pasteurized milk sold in 
communities without such regulations. That 
leaves, roughly estimating, a million and a half 
persons daily exposed to raw milk from untest- 
ed cattle. The situation is such that I am told 
at one of our large children’s hospitals when a 
child is admitted with tubercular meningitis or 
peritonitis and there is no history of contact 
with a case of tuberculosis in the family the 
question is asked, ‘‘What rural community does 
the child come from?’’ Almost invariably it is 
found that the home is in one of the rural sec- 
tions of the State. There are those who with 
this condition existing advise to still wait even 
though at least three States have already passed 
bills similar to that desired by the Department. 

REAcTORS DISCOVERED IN MASSACHUSETTS 


Cattle Per cent 
Year tested reacted 
1910 1,701 18.87 
1911 1,967 3.71 
1912 1,390 2.30 
1913 1,534 1.83 
1914 1,628 2.03 
1915 1,078 1.75 
1916 1,184 ce 
1917 1,060 84 
1918 1,206 .99 
1919 1,264 .63 
1920 1,173 25 
1921 1,373 .36 
1922 1,166 Ej 


In addition to the health of human beings 
there is the important economic aspect to the 
farmer which centers in the health of the cat- 
tle. There are those who pooh pooh the tuber- 
culin test and will tell of its failures ad nau- 
seum. However, this is true in a varied degree 
of other precise tests such as cultural diagnosis 
in diphtheria, the Wassermann reaction in syph- 
ilis, ete. None is fool proof. But it remains a 
fact that the tuberculin test has been effective 








in some of the Western states as well as some 
of the New England states in eradicating tuber. 
culosis and that at present in Massachusetts 
there is a higher percentage of infected cattl. 
than in any state in the Union. 

One of the best examples of tuberculosis eradi. 
cation is in the District of Columbia where the 
disease has been reduced to the minimum, 

The farmer with vision recognizes that as jn 
other matters, although there may be immediate 
loss, such losses must be faced in the interests 
of ultimate economy. 

Another reason for a state law is that many 
dealers serving more than one community are 
faced with the difficulty of complying with mul- 
tiple and constantly changing local regulations, 
This is irritating and unfair in that it puts them 
in competition in certain communities with per- 
sons selling milk at a lower standard. Funda- 
mentally the interests of the farmer, the distrib- 
utor and the health officer are the same in that 
they all desire to increase the per capita con- 
sumption of milk. 

For the next session we desire to redraft our 
legislation in such form that it will obtain the 
maximum health protection with the minimum 
hardship to the farmer. It would require that 
ultimately three types of milk should be on sale 
in the Commonwealth; first, raw milk from cat- 
tle that have been tested with tuberculin and 
found not to react; second, pasteurized; and 
third, milk from untested herds whose owner 
has applied and is waiting for a test. For the 
smaller communities which have less access to 
pasteurizing plants a commission would be 
created to decide when the act shall apply. This 
commission would be composed of three repre- 
sentatives, one each from the State Departments 
of Agriculture and Publie Health, and one from 
the community in question. In addition we are 
considering bills which will assure remunera- 
tion to farmers for their reacting cattle, li- 
censing of all pasteurization plants with ade- 
quate inspection, and control of the sale of 
tuberculin for use in domestic animals. This 
latter will make ‘‘plugging’’ of cattle more 
difficult. 

The Department of Publie Health, the De- 
partment of Agriculture and the Division of 
Animal Industry of the Department of Conser- 
vation are codperating in this. In addition ad- 
vice is being sought from the outstanding rep- 
resentatives of the farmers and every opportun- 
ity is taken to discuss the matter with the milk 
producer. Sound criticism can’ be brought 
against this program for its mildness, rather 
than that it is too radical. 

Because of the fact that man is the only ani- 
mal who uses milk in adult life the necessity for 
the universal use of milk has been questioned in 
the scientific literature of this country. It has 
been suggested seriously by a health officer in 
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the State that the solution of the milk problem 
is to educate the people away from drinking 
milk. Unless we can be assured of a reasonably 


safe product health officers are certainly not 
sound in urging greater consumption of milk. 
The answer is either a safer product or some 
such program which would eliminate milk from 


the diet. 
DRAFT OF BILL FOR NEXT SESSION 


An Act Relative to the Sale of Milk 


Be it enacted by the Senate and House of Representa- 
tives in General Court assembled, and by the 
authority of the same, as follows: 


Section 1. Chapter ninety-four of the General Laws 
is hereby amended by inserting after section twenty- 
two the following new section: 

Section 22A. Whoever, himself or by his servant 
or agent, sells, exchanges or delivers, or has in his 
custody or possession with intent so to do, milk drawn 
from a cow, unless such cow has been tested within 
a period of one year by a tuberculin test, approved 
by the director of animal industry, and has been 
found not to react thereto, shall be punished for the 
the first offense by a fine of not less than fifty dollars 
nor more than two hundred dollars, for the seconé 
offense by a fine of not less than one hundred dollars 
nor more than three hundred dollars, and for a sub- 
sequent offense by a fine of fifty dollars and by im- 
prisonment for not less than two nor more than three 
months. This section shall not apply to milk deliv- 
ered or intended to be delivered for pasteurization 
nor to pasteurized milk as defined in section one, 
nor to milk from producers who have applied to the 
division of animal industry for an official test under 
the provisions of Chapter 353 of the Acts of 1922. 


Section 2. This act shall take effect in towns hav- 
ing a population of twenty thousand or more on the 
first day of January nineteen hundred and twenty- 
eight, and in towns having a population of more than 
five thousand but less than twenty thousand, it shall 
take effect on the first day of January nineteen hun- 
dred and twenty-nine. This act shall apply to towns 
having a population of less than five thousand only 
if accepted at an annual town meeting. 





EXCERPTS FROM THE BULLETIN OF 
THE MEDICAL SOCIETY OF THE DIS- 
TRICT OF COLUMBIA, VOL. III, NO. 
VIII, NOVEMBER 1, 1926 


ACTIVITIES OF THE SOCIETY IN GENERAL 


On the evening of October 13, Dr. John A. 
Foote, whe had been appointed a delegate to 
the Pennsylvania State Medical Society meet- 
ing, gave a brief report. Among other things 
he stated that it seemed to be the regular custom 
of the Pennsylvania State Society to invite dele. 
gates from nearby bodies and extend to them 
the privilege of the floor. 

An address was given before the meeting by 
Dr. Wendell C. Phillips, President of the Ameri- 
ean Medical Association, who stressed the im 
portance of Periodic Health Examinations. 

The Doctor in econeluding, expressed his ap- 
preciation for the hospitality extended him and 
admiration for the evidences he saw of the 


to its members both by legal protection and by 
the giving of instructions in the various 
branches of medicine. 

At the Stated Meeting Wednesday, Novem- 
ber 3, 1926, 8 P. M., the following recommenda- 
tions from the executive committee were con- 
sidered : 

1. That the president be authorized to ap- 
point a committee of ten to act with similar 
committees to be appointed by the Virginia 
State Medical Society to the end that funds may 
be collected for establishing a Walter Reed chair 
at the University of Virginia, and, also, to re- 
store the Walter Reed Homestead in Gloucester 
County, Virginia. 

2. That the recent action of the House of 
Delegates of the American Medical Association 
which would provide for medical relief in dis- 
aster be approved. 





THE EFFECT OF MOTION PICTURES 
ON THE EYES 


Unver favorable conditions moving pictures 
do not cause serious eye fatigue, but it must be 
borne in mind that several very important ele- 
ments are necessary to make these ‘‘favorable 
conditions,’’ according to statements pub- 
lished by the Eyesight Conservation Council. 

Why is it, with the great improvements in 
the production, and exhibiting of motion pic- 
tures, so many complain that the movies hurt 
their eyes, and why does the idea prevail among 
many that motion pictures are injurious to the 
eyes? If the viewing of motion pictures such 
as are shown in the better class of moving pic- 
ture theatres results in eye discomfort, head- 
aches, or drowsiness the chances are that it is 
the eyes of the observer that are at fault rather 
than the moving pictures themselves.—Excerpt 
from Bulletin Eyesight Conservation Council. 


Editorial note: Perhaps the movies are prov- 
ing a valuable feeder to the offices of Ophthal- 
mologists. 





SURGEON-GENERAL IRELAND TO 
ENTER UPON THIRD TERM 


THE Department of War has just announced 
that the Surgeon General, Major General Mer- 
ritte W. Ireland, would enter upon his third 
term of four years in that office on October 30. 
The full text of the announcement follows: 
Major General Merritte W. Ireland, Surgeon 
General of the Army, will, on October 30, start 
his third: successive term in that capacity. He 
was appointed Surgeon General October 30, 
1918, was reappointed on October 30, 1922, and 
has again been appointed for four years. Dur- 
ing the World War he was Chief Surgeon, 
American Expeditionary Force. 

General Ireland was born in Columbia City, 





Pennsylvania State Society’s lending assistance 


Indiana. —The U. 8. Daily. 
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CORRESPONDENCE 


RECOMMENDATIONS FOR CHANGES IN THE 
WORKMEN’S COMPENSATION LAW 


Editor, Boston Medical and Surgical Journal: 


On reading my copy, I can perhaps see your point 
of view that I desire controversy. 

As a matter of fact the article was my reaction 
to what I consider a very unfair and inaccurate state- 
ment of the workings of the compensation law as an 
editorial, which should carry with it quite different 
appeals than editorials of the lay press. We have a 
right to expect facts beyond the question of contro- 
versy in editorials, although we may not agree with 
the policy expressed. And if members of the Massa- 
chusetts Medical Society cannot correct such state- 
ments, of what value is the JouRNAL as a medium 
of assistance to the physicians of the State in prob- 
lems always before them? 

I presume the publishing of the article will bring 
out a discussion of many points of interest to all con- 
cerned, perhaps as severe criticism of my article, as 
I make of your editorial. I believe I have been accu- 
rate with all facts except possibly the amount insur- 
ance companies collect from industry in the State. 
I had difficulty in getting the exact amount. It may 
be more or it might be somewhat less than stated, 
but I will accept any correction. 

I have very definite ideas as to how the law might 
be changed, having made considerable inquiry into 
different types of compensation laws. 





1. If the present insurance system survives, the 
injured man should be paid more than $16 per 
week. 

2. The amount for total disability should be in- 
creased. 

3. Hospitals should be paid an average per capita 
cost to be determined at stated intervals of 
time. 

4. The injured man should receive both hospital and 
medical care from the time of his injury until 
he ceases being a hospital case and until the 
doctor or Board decides he needs no further 
treatment. 

5. The language of the law should be sufficiently 
explicit so that the Industrial Board would not 
require direction by advisory committees. 

6. The injured man should have his choice of physi- 
clans. 

7. In all hospitals where the injured man has his 
choice of a physician, whether a staff doctor 
or not, the doctor should receive reasonable 
compensation for his services. 

8. A department for rehabilitation should be or- 
ganized. 

9. Some provision should be made so that overhead 
and profit of insurance companies shall not de- 
vour the larger part of the fund paid by em- 
ployers. 
believe in a fee for full treatment plan for 
physicians for the greater number of injuries 
and operaticgns, and fee list compiled by the 
medical societies of the State and the Board 
that will eliminate the constant conflict between 
adjusters and doctors. 

11. If rates must be raised to meet increased and 
necessary care of workingmen and women, it 
is but fair to remember that since this law 
was passed, rates of everything they must have 
to exist, have been raised to a perilous point 
for them. 


10. 


a 


At the mention of a State fund there is an out- 
break indicative of the little consideration given the 
matter. “Socialism,” “Radical,” “Ruin of the State,” 
are frequent replies. ‘Politics,’ “State medicine,” 


ite. 
that Massachusetts now has a State fund which maip. 
tains all its great institutions; roads, schools, courts 
assessed on property and income, paid out by State 
boards, just as assessments against industry would be 
collected by a State board and paid out by the same 
agent to injured labor without profit, at cost. 

Would anyone dream of an insurance plan to 
finance our various State institutions? 

Every county, city and town has similar funds 
with which it carries on various activities similar to 
the class of Workmen’s Compensation. 

This plan is now new. It has been in operation 
for several years in many places. It has given com- 
plete satisfaction; none trying it have ever returned 
to the insurance plan. Politics is a no greater menace 
than in county or State. Nowhere has State medicine 
developed. 

These are suggestions that I believe thinking men 
and women should give serious and careful consid- 
eration. We all bear burdens of support in all these 
various forms of taxation and in town, city, county 
and State we have a voice. But in the spending of 
funds for workmen and women we have a wee, small 
voice. 

Concluding, I hope you will publish the article, and 
you have my permission to publish our correspond- 
ence and the above suggestions of changes if you be. 
lieve they are of interest. 

J. G. Hanson, M.D. 

Northampton, Mass. 


EDITORIAL NoTeE:—The above letter was contributed 
in answer to a request for specific recommendations. 


gp 


NEWS ITEMS 


REMOVAL—Burton E. Hamilton, M.D., has moved 
his office to 475 Commonwealth Avenue, Boston, Mass. 








APPOINTMENT OF DR. F. C. FORSBECK—The 
position made vacant by the resignation of Dr. W. G. 
Weber as epidemiologist in the Massachusetts Depart- 
ment of Public Health has been filled by the appoint- 
ment of Dr. F. C. Forsbeck, who has been engaged 
in research work under the Rockefeller Institute. 
Dr. Forsbeck is a native of Wisconsin, a graduate of 
the Wisconsin State University, and received his 
M.D. degree from the University of Chicago in 1925. 
He is a first lieutenant in the Reserve Medical Corps 
of the United States Army and a member of the 
National Board of Medical Examiners. 





CAMPAIGN FOR FUNDS FOR THE MARGARET 
PILLSBURY GENERAL HOSPITAL, CONCORD, N. 
H.—This drive has been successful to the extent of 
raising $340,000 for this hospital. 





APPOINTMENTS OF DR. RAYMOND H. BAXTER 
AND CHARLES G. DEWEY—The Governor has nom- 
inated and the Council has confirmed the appoint- 
ments of Dr. Raymond H. Baxter of Marion, Associ- 
ate Medical Examiner of the Fourth Plymouth Dis- 
trict, and Charles G. Dewey of Boston, Associate Com- 
missioner of Mental Diseases. 

BEQUEST TO THE WALTHAM HOSPITAL AND 
THE HARVARD MEDICAL SCHOOL—Dr. Leonard 
B. Clark, late of Belmont, provided in his will for 
a gift of $1,000 to the Waltham Hospital for the pur- 
chase and maintenance of laboratory equipment and 
half of the residue of his estate to be given to the 
Harvard Medical School for the maintenance of the 
teaching staff and research. 








NEW YORK WILL INSTITUTE GENERAL IM- 
MUNIZATION OF CHILDREN AGAINST DIPH- 
THERIA—The New York State Department of Edu- 
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inst diphtheria. This effort will be applied to 
induce all children up to 10 years of age so far as 
possible to take advantage of this protection. This 
movement is under the leadership of the State De- 

rtment of Health in coéperation with medical or- 
ganizations and the State Charities Association. This 
movement involves a five-year program and will be 
followed up by the Medical Inspection Bureau of the 
State Department of Education. 


aga 


_ 


NOTICES 





A LECTURE in Medical Zoology by Maurice C. 
Hall, Se.D., Ph.D., D.V.M., Chief of Division of 
Zoology, Bureau of Animal Industry, U. S. 
Dept. of Agriculture, Washington, D. C. ‘‘Re- 
cent Developments in the Therapy of Helmin- 
thiasis."’ Friday, November 19, 1926, at the 
Harvard Medical School Amphitheatre Build- 
ing E,5 P. M. This lecture is given under the 
auspices of the Ilarvard School of Public Health 
in connection with the course in Medical 
Zoology. The medical profession, medical and 
public health students, the press and others 
interested are cordially invited to attend. 





GRADUATE NURSE, GRADUATE NURSE 
(VISITING DUTY) 


The United States Civil Service Commission an- 
nounces an open competitive examination for the 
positions listed above. Vacancies in the Department- 
al Service, Washington, D. C., in the United States 
Veterans’ Bureau, and in the Indian and _ Public 
Health Service, and in positions requiring similar 
qualifications, will be filled from this examination, 
unless it is found in the interest of the service to fill 
any vacancy by reinstatement, transfer or promotion. 

Salary and Promotion, Departmental and Indian 
Services—The entrance salary for these positions in 
the Departmental and Indian Services is $1,500 a 
year. After the probational period required by the 
civil service act and rules, advancement in pay, with- 
out material change in duties, may be made to higher 
rates within the pay range for the grade, up to a 
maximum of $1,860 a year. Promotion to higher 
grades may be made in accordance with the civil 
service rules as vacancies occur, provided the em- 
ployees possess the qualifications deemed necessary 
for the corresponding advance in duties and respon- 
sibilities. 

Allowances, Indian Service—In the Indian Service 
furnished quarters, heat and light will be allowed 
free of cost. At each boarding school there is a com- 
mon mess where meals are furnished at cost. Where 
a physician is included among the personnel of the 
school, empleyees will receive free medical atten- 
tion. 

Salary, United States Veterans’ Bureau—In the Hos- 
pital Service and District Medical Service of the 
United States Veterans’ Bureau, the rates of pay are 
as given below. Appointments are usually made at 
the lower grades and according to assignment and 
experience disclosed by the examination; the higher 
grades are usually filled by promotion. A deduction 
hot to exceed $600 a year for maintenance will be 
made from the salary of nurses on hospital duty 
where maintenance is furnished by the government. 

Chief nurse, $2,100 to $2,700 a year; assistant chief 
hurse, $1,860 to $2,400 a year; head nurse, $1,860 to 
$2,400 a year; staff nurse, $1,680 to $2,040 a year; 
Staff nurse (follow-up), $1,680 to $2,040 a year; head 
hurse (follow-up), $1,860 to $2,400 a year. 


REPORTS AND NOTICES OF 
MEETINGS 


BOSTON MEDICAL HISTORY CLUB 
Boston Mepican Liprary 
Fripay, NoveMBeEr 26, 1926, ar 8:15 P. M. 
PROGRAM 


1. The History of the Development of Med- 
ical Schools. By Dr. Charles F. Painter. 

2. Notes on the Black Death in Danish Folk 
Lore and Tradition. By Dr. Johnsson of Copen- 
hagen. (To be read by Dr. J. W. Courtney.) 

3. Thierry de Hery. By Dr. Edward OC. 
Streeter. 

Henry R. Viets, M.D., Secretary. 





' MEETING OF THE NEW ENGLAND 
HEART ASSOCIATION 


On Thursday evening, Dec. 16, at 8.15, at the 
Peter Bent Brigham Hospital, there will be a 
meeting of the New England Heart Association. 
Dr. William H. Robey will read a paper on 
‘‘The Effect of Tonsillectomy on Acute Rheu- 
matic Fever and Rheumatic Heart Disease.’’ 

The discussion will be opened by Dr. Louis 
M. Freedman. 

Dr. Albert D. Kaiser will talk upon ‘‘The Re- 
lation of Tonsillectomy of Rheumatic Fever and 
Heart Disease in Children.’’ 

All are cordially invited to attend. 





PHI LAMBDA KAPPA FRATERNITY 


Iota Cuapter, Phi Lambda Kappa Frater- 
nity will hold an educational program meeting, 
at the Hotel Lenox, 8 P. M., November 17, 1926. 
Dr. Walter B. Cannon, Prof. of Physiology, 
Harvard Medical School, will speak on ‘‘ Recent 
Studies on the Nervous Control of Some of the 
Glands of Internal Secretion.”’ 


CORRECTION 


On Page 920 Dr. Cecil K. Drinker is given as 
a ‘*professor of anatomy.’’ He is a ‘‘professor 
of physiology.”’ 


STAFF CLINICAL MEETING 


Srarr clinical meeting, Boston City Hospital, 
Cheever Surgical Amphitheatre, Saturday, No- 
vember 27, 1926, at 11 A. M. Demonstration of 
eases by members of the Medical and Surgical 
Staff. Discussion of the cases invited. Physi- 
cians, Medieal Students and Nurses Invited. 

Joun J. Dowttnea, Superintendent. 











ESSEX SOUTH DISTRICT SOCIETY 


A REGULAR meeting of the Essex South Dis- 
trict Society was held at Salem Hospital, Nov. 





For further particulars apply to the United States 
Civil Service Commission. 


3, 1926. 
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5 P. M., Clinical Program: 

Dr. Hardy Phippen—Two unusual cases of 
fracture of wrist. 

Dr. Stuart N. Gardner—A case for diagnosis ; 
anaemia with hemorrhage. 

Dr. Charles L. Curtis—(1.) Blood trans- 
fusion, Citrate Method; (2.) Three cases of 
Meckel’s diverticula; (3.) Massive abdominal 
adhesions. 

Dr. Harold C. Bean—(1.) Brodies Abscess ; 
(2.) Osteitis Deformans. 

Dr. Walter G. Phippen—Problems in Pros- 
tates. 

Dr. Martin T. Field—(1.) Skin Graft; (2.) 
Perforated Ulcer of Stomach. 

At the close of the clinical session dinner was 
served in the nurses’ dining room. 

The guest of the evening was Dr. Robert L. 
DeNormandie of Boston who presented a paper 
on ‘‘Toxaemias of Pregnaney.’’ The discussion 
was opened by Dr. A. E. Parkhurst of Bever- 
ly and Dr. R. J. Williams of Lynn. A general 
discussion followed. 

Attendance 64. Adjourned 9:30 P. M. 

Wm. T. Hopkins, Reporter.’ 


‘ 





PHYSIOLOGICAL CONFERENCE MEETS 


THe last meeting of the Physiological Con- 
ference of Harvard Medical School was held 
Wednesday afternoon, October 27, in the Bow- 
ditch Library. 

Dr. G. Schaltenbrand was scheduled to speak, 
but due to illness, was unable to be present. He 
will deliver his lecture on ‘‘Behavior of Thala- 
mus Cats’’ on Friday afternoon, November 12, 
at 4 P. M., at the Bowditch Library. Dr. 
Schaltenbrand comes from Hamburg, Germany, 
and has recently spent some time in the labora- 
tories of Prof. Magnus, noted Dutch Physiolo- 
gist, of the University of Utrecht. 

In Dr. Schaltenbrand’s absence, the speakers 
for the afternoon were Dr. A. C. Redfield of 
the Physiology Department, and John F. Ful- 
ton, who recently took his Ph.D. with Prof. 
Sherrington, the eminent English Physiologist. 

Dr. Redfield has recently visited the Physio- 
logical Laboratories of Western Reserve Uni- 
versity, and gave an interesting account of ex- 


perimental and research work being conducted j; 


there under the supervision of Dr. Wigger, who 
has gained much eminence in physiological and 
clinical circles for his work on the circulatory 
system. 

Dr. Fulton lectured on ‘‘Lengthening and 
Shortening Reactions of Muscles,’’ stressing in 
his introduction the historical aspect of the sub- 
ject, especially the econeepts of Magnus and 
Sherrington. He pointed out that muscular 
responses initiated by a reflex action are in no 





resulting from the stimulation of motor nerve. 
Also that the so-called tonic reactions (length. 
ening and shortening reactions), and indeed 
the entire phenomena of tonus, according to re. 
cent experimental evidence of himself ang 
others, especially Sherrington, are quite in line 
with the all or none reflex action of the indivig. 
ual fiber units, and that therefore, there is no 
room for the postulation of a separate tonic 
mechanism in striated muscle. 


-_— 
<—— 





SOCIETY MEETINGS 
DIstTRicT MEDICAL SOCIETIES 


Essex North District Medical Society 

Wednesday, January 5, 1927—Semi-annual meeting. 
Church vestries, Main Street, Haverhill. 

Wednesday, May 4, 1927—Annual meeting. Russell Hall, 
Young Men’s Christian Association Building, 40 Lawrence Street, 
Lawrence 

Thursday, May 5, 1927—Censors meet for examination of can- 
didates at Hotel Bartiett, 95 Main Street, Haverhill, at 2 P. uM. 


Centre 


Essex South District Medical Society 


Wednesday, December 1, 1926—Beverly Hospital. Clinic, § 
P. M.; supper 7 P. M. Dr. Jason Mixter, ‘“‘Diagnosis and Treat- 
ment of Cerebral Lesions.’’ Discussion by Drs. Randall and 
McDermott of Salem, ten minutes each. 

Wednesday, January 5, 1927—-Deer Cove Inn, Swampscott. 
Dr. James S. Stcne, ‘‘Differential Diagnosis of Acute Abdominal 
Conditions in Children.’”’” Discussion by Drs. O’Keefe of Lynn, 
Nichols of Danvers and Walter Phippen of Salem, five minutes 
each. 

Wednesday, February 2, 1927—Hawthorne Hotel, Salem. Dr. 
H. H. Clute of the Lahey Clinic, ‘‘Differential Diagnosis and 
Treatment of Thyroid Disease.’’ Discussion by Drs. Johnson of 
Beverly and Field of Salem, ten minutes each. 

Wednesday, March 2, 1927—Lynn Hospital. 
supper, 7 P. M. Dr. George Minot, ‘‘Pernicious Anemia, with 
Special Reference to Liver Diet.’’ Discussion by Drs. Sargent 
of Salem and Reynolds of Danvers, ten minutes each. 

Wednesday, “April 6, 1927—Danvers State Hospital. Clinic, 
5 P. M. Dr. Allan W. Rowe, Chief of Research Service at Ev- 
ans Memorial, ‘‘The Differential Diagnosis of Endocrine Disor- 
ders.”” Followed by dinner. Discussion by Drs. Wood of’ Hath- 
orne and Kline of Beverly, ten minutes each. 

Thursday, May 5, 1927—-Censors meet for examination of can- 
didates at the Salem Hospital, 3:30 P. M. 

Wednesday, May 11, 1927—Annual meeting. The Tavern, 
Gloucester. Speaker and subject to be announced later. 





Clinic, 5 P, M.; 


Norfolk District Medical Society 

Below are the proposed meetings of the Norfolk District for 
the remainder of the year. Minor changes may be made in case 
of necessity. 

November 30, 1926—Roxbury Masonic Temple, 8:15 P. M. 
“‘Preventive Medicine,’’ Drs. George H. Bigelow and Victor Saf- 
ford. Particular mention will be made of seasonal diseases 
prevalent during the winter months. 

January 25, 1927—Peter Bent Brigham Hospital. Dr. Harvey 
Cushing. Time of meeting and subject to be announced. 

March 1, 1927—Roxbury Masonic Temple, 8:15 P. M. Dr. 
Robert B. Greenough. To be devoted to a talk on cancer, with 
a résumé of the results of colloidal lead treatment. 

March 29, 1927—Roxbury Masonic Temple, 8:15 P. M. Drs. 
I’. S. Newell and F. J. Irving, ‘“‘The Modern Treatment of the 


Eclampsias and Toxaemias of Pregnancy.’ If time permits— 


“The Modern Methods of Handling Prospective Caesarean 
Cases.” ‘ 

May 10, 1927—Annual meeting. Details of meeting to be 
announced. 


Suffolk District Medical Society 
Meetings of the Suffolk District Medical Society and the Bos- 
ton Medical Library will be held at the Boston Medical Library, 
8 The Fenway, Boston, at 8:15 P. M., as follows: 
December 15, 1926—Medical Section. ‘‘Diagnosis and Treat- 
ment of Scarlet Fever and Certain Aspects of Other Contagious 
Diseases,’’ Dr. Edwin H. Place. 
January 26, 1927—General meeting in association with the 
3oston Medical Library. ‘‘Medical Work at-the Metropolitan 
Life Insurance Company,” Dr. Augustus I. Knight, Medical 
Director, Metropolitan Life Insurance Company. 
February 23, 1927—Surgical Section. “Clinic on Neurological 
Cases at the Peter Bent Brigham Hospital,” Dr. Harvey Cushing. 
March 30, 1927—Medical Section. Subject and speaker to be 
announced later. 
April 27, 1927—-Annual meeting. Election of officers. ‘Medi- 
cal Education in the Orient and Occident,” Dr. David L. Edsall, 
Dean, Harvard Medical School. 


Notices of meetings must reach the JouRNAL office on the 
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Friday preceding the date of issue in which they are to appear. 
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